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Abba olla
ACNM
ANC
AIDS
APH

ARI

BC

BCC
BEOC
BHT
BSS
CAC
CB-ARIM
CBA
CBD
CBO
CBRHA
CCM
CDC
CDD
CHW
C-IMCI
Cheresas
Cheretas
CMCI
CMW
COOPI
CS
Cs17

CSTS

Acronymsand Terms

Father of the encampment

American College of Nurse Midwives

Ante-Natal Care

Acquired Immune Deficiency Syndrome

Ante-Partum Hemorrhage

Acute Respiratory Infection

Behavior Change

Behavior Change Communication

Basic Emergency Obstetric Care

Bridge-to-Health Team

Behaviora Surveillance Survey

Community Action Committee

Community-Based Acute Respiratory |lInessMadaria
Community Birth Attendant

Community-Based Distribution

Community-Based Organization

Community-Based reproductive Health Agent
Community Case Management

US Centers for Disease Control and Prevention

Control of Diarrheal Disease

Community Health Worker (BHT and HAC members, TBAs, and CMWSs)
Community-Integrated Management of Childhood IlIness
Wise Man/Mde Traditional Hedler

Wise Woman/Traditiona Birth Attendant

Community Management of Childhood IlIness

Case Management Worker (CHW trained to do case management)
Cooperazione Internazionae (Italian NGO)

Child Surviva

The current child survival project in Liben Didtrict, Essential Services for Maternal and
Child Survival in Ethiopia: Mobilizing the Traditional and Public Health Sectors and
Informing Programming for Pastoralist Populations, funded as a cost extension of the CS-
13 grant, mainly through the 17" cycle of the PVO CS Grants Program, is referred to as
“CS-17" throughout this document to distinguish it from the previous “CS-13" grant.

Child Survival Technical Support Project (contractor to AID/DCHA/PVC)
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DAP
DHAC
Dhedas
DHMT
DHIMT
DHO
DHS
DIP
DKT
DPT
EFO
EFO/IT
EmOC
EPI
ERC
FE
FGD
FHI

FO
FOD
Forra

FMOH
FP

FY

GAV/

GOE

GTZ

HA

HAC
HB-LSS
HF

HFMC
HH/C-IMCI
HIS

Development Assistance Program (current FFP-funded Liben Title Il program)
Digtrict HIV/AIDS Council

Groups of ollas that share grazing areas

District Health Management Team

Digtrict Health Information Management Team

Digtrict Health Office/Officer

Demographic and Hedlth Survey

Detailed Implementation Plan

Ethiopian affiliate of PSI (Population Services International)
Diptheria/Pertussis/Tetanus Vaccine

Ethiopia Field (Country) Office of Save the Children/US
Ethiopia Fidd Office/Information Technology

Emergency Obstetric Care

Expanded Program for Immunization

Ethiopian Red Cross

Fina Evauation

Focus Group Discussion

Family Hedth Internationa

Field Office

Field Office Director

The mobile part of afamily and herd, which is composed of young men and older boys
who travel long distances with the strong male cattle in search of pasture and water.

Federa Ministry of Health

Family Planning

Fiscal Year

Globa Alliance on Vaccines and Immunization
Government of Ethiopia

The German Agency for Technical Cooperation
Health Assistant

Headlth Action Committee

Home-Based Life-Saving Skills

Hedth Facility

Health Facility Management Center
Household/Community Integrated Management of Childhood IlIness
Health Information System
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HIV
HIS
HQ
IEC
IMCI
IR

ISA
IUD
Jalla/Jalletu
Kafeno
Kebele
KPC
L&D
LQAS
LSS

Madda

M&E
MCH
MCM
MMR
MN
MNC
MOH
MTE
MVA
NGO
NMR
Obba
OCA
OH
Olla
ORS
ovC
PA

Human Immune Deficiency Virus

Health Information System

Headquarters

Information, Education, Communication

Integrated Management of Childhood IlIness

Intermediate Result

Ingtitutional Strengths A ssessment

Intra-Uterine Device

Extra-marital sexua partners, both for men and women

Refers to the sexua practices of the rainy season after plenty of milk has been consumed.
Community consisting of severd villages, but smaller than a PA
Knowledge Practice and Coverage

Lot Quality Assurance Sampling

Labor and Delivery

Life-Saving Skills (materna and newborn)

Traditional community group comprised of several ollas sharing the same water point.
Each madda corresponds roughly to one of Liben’s PAs

Monitoring and Evauation

Maternal and Child Health

Malaria Case Management

Materna Mortality Ratio/Rate

Maternal and Newborn

Materna and Newborn Care

Ministry of Health

Midterm Evaluation

Manua Vacuum Aspiration
Non-Governmental Organization

Newborn Mortdity Rate

Water points for cattle

Organizational Capacity Assessment

Office of Hedlth (of Save the Children/US)
Borana term for extended family encampment
Ora Rehydration Solution

Orphan and Vulnerable Children

Peasant Association (“kebele”), an administrative division
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PCM
PH

PHF
PHN
PID

PLI
PLG
PLWHA
PM
PNC
PPH
PVO
RDF
RH
RHA
RHB

SPA

SSv

STI

TA

TBA
TOT

TT

TT2
TTBA
UNAIDS
UNICEF

Pneumonia Case Management

Periphera Hedlth

Peripheral Health Facility

Population, Health, and Nutrition

Pelvic Inflammatory Disease

Pastordist Livelihood Initiative

Program Learning Group of Save the Children
People Living With HIV/AIDS

Program Manager

Post-Natal Care

Post-Partum Hemorrhage

Private Voluntary Organization

Revolving Drug Fund

Reproductive Hedlth

Reproductive Health Agent / Regiona Health Advisor
Regiona Hedth Bureau (of the Ethiopian MOH)
Service Area Team

Save the Children Federation (USA)

Save the Children/Ethiopia Field (Country) Office
Save the Children/Headquarters Office

Standard Case Management

Sustainable Outreach Service

Scope of Work

Senior Program Assistant (SC staff in Liben Didtrict)
Supportive Supervision

Sexudly Transmitted Infection / Southern Tier Initiative (USAID/Ethiopia)
Technical Assistance

Traditiona Birth Attendant

Training of Trainers

Tetanus Toxoid

Tetanus Toxoid, 2 dose

Trained Traditiona Birth Attendant

United Nations Program on HIV/AIDS

United Nations Children’s Fund
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USAID United States Agency for International Development

VCT Voluntary Counseling and Testing

Waageefatta  Traditiond followers of one God

Warra The stationary part of the family which consists of women and children who take care of
the milking cows, weak or sick cows and calves at the olla

WHO World Health Organization

Woreda District
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A. Summary

Save the Children/US has been implementing a child survivd (CS) project in Liben Didrict of
Borana Zone in the Oromia Region of southern Ethiopia since October 1997 (CS-13 through
September 2001, followed by CS-17 through September 30, 2006). The estimated total
population of Liben Didrict was 138,310 in 2002, resulting in atotal direct beneficiary
population of 64,000 infants, children under the age of five and women of reproductive age.
Liben Didtrict covers 9,900 5. kilometers. Semi-arid climatic conditions are harsh with low,
unreliable, and unevenly distributed rainfall (500-700 mm per year), and very limited amounts of
surface water. Approximately 65% of the population in Borana Zone can be categorized as poor
or dedtitute, and lack the resources to meet their annua food requirements. In addition, this area
has higtoricaly been one of the most underserved aress of Ethiopiain terms of hedlth
infrastructure and services.

The overal program goalsfor SC's Liben program, Essential Services for Maternal and Child
Survival in Ethiopia: Mobilizing the Traditional and Public Health Sectors and
Informing Programming for Pastoralist Populations, are the following:

» A sugtained reduction in under-five and maternd mortdity in Liben Didrict, and

» CS-17 gpproaches inform policy or programming for pastordist areas of Ethiopiain C-IMCI
or reproductive hedth.

Plans are to achieve these gods through:
» Improved digtrict capacity to effectively support community hedth services and activities.

» Improved community capecity to effectively address priority health needs of mothers and
children under five.

> Increased use of key health services and improved MCH practices a household levd.
» Adoption of CS-17 gpproaches by the MOH or by other organizations in Ethiopia
The main accomplishments of the programto date are:

» The establishment of atwo-tiered system of Bridge to Hedlth Teams, Traditiond Birth
Attendants, and Health Action Committees that is establishing and strengthening the
connections between the community and its hedlth care system.

» Thetraining of traditiond birth attendants in Home-Based Lifesaving Skills for the firgt time
in Ethiopia

» Thetraning of al hedth workersin the woreda on IMCI case management, which will
effectively support the implementation of Community Case Management.

» A drategic partnership formed with the Liben Didrict HIV/AIDS Council that is
adminigtering World Bank funds that are directly supporting CS-17 objectives.

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003
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The project has faced sgnificant chdlengesin itsfirst two years.

» The senior hedth positionwith this project has changed hands four times since the beginning
of CS-13 and once since the start of CS-17, which has resulted in severd ddlaysin project
activities. In June 2003 awell qudified public health professona took this pogtion.

» GOE approva on CCM was late in coming, which meant that its startup was delayed one
year to thefal of 2003.

» Thenew GOE poalicy of ‘decentrdization’ has led to afundamenta change in the structure,
personnd and capacity of SC'sloca partner — the Didrict Hedlth Office — which will likdy
have serious ramifications for the sustainability of project activities and services beyond CS
17.

A summary overview of the most important recommendations follows.

1. The current and projected capacity building needs of the new DHO should be reeva uated

within the context of the remaining CS-17 project and the long-term needsrelated to its
sugtainability plans. This could require significant restructuring of the project, especidly
if amgority of these needs cannot be resolved through locally available sources.

2. The EFO needsto commit to increasing its overdl involvement with this project,
including making regular and more frequent Site visitsto Liben.

3. Thecompletion of delayed project activities needs to be considered high priority,
including the provison of cold chain equipment to hedth fadilities, the hiring of
additiond fied gaff, and the startup of the Community Case Management of Childhood
llIness.

4. Incentives from the communities for the CHWs need to be identified and
inditutionaized.

5. Resources need to beidentified and actively solicited that can support Negelle Hospitd in
providing voluntary counsding and testing for HIV/AIDS and comprehendve emergency

obstetric care.
In summation, the current saff is probably the strongest this project has had since its beginning

in 1997. The challengesit faces and the amount of work it needs to complete between now and
October 2006 are significant. However, with the necessary support, its successis very possible.

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003
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B. Assessment of the Progress Made

1. Technical Approach
a. Project Overview

Save the Children/US has been implementing a child surviva (CS) project in Liben Didtrict of
Borana Zone in the Oromia Region of southern Ethiopia since October 1997 (CS-13 through
September 2001, followed by CS-17 through September 30, 2006). The Didrict center and the
gte of both the Digtrict Hedlth and SC/Liben Offices are located in the town of Negelle, which is
atweve-hour drive south of Addis Ababa. Liben Digtrict covers 9,900 sg. kilometers. Semi-arid
climatic conditions are harsh with low, unrdiable, and unevenly digributed rainfdl (500-700

mm per year), and very limited amounts of surface water. The long rainy season occurs between
March and May, with a short rainy season occurring between September and November. Early
warning system data collected by SC and its partnersindicate that approximately 65% of the
population in Borana Zone can be categorized as poor or destitute, and lack the resources to meet
their annua food requirements.

The DHO edtimate for the total population of Liben Didtrict was 138,310 in 2002. Based on

DHO estimates the gpproximate population of infants was 6,000 (4.43% of the total Digtrict
population), children was 26,000 (18.68%), and women between the ages of 15 and 49 years was
32,000 (22.9%) — resulting in atotd direct beneficiary population of 64,000. The crude birth rate
was 46.4 annud live births per 1,000 tota population and there were 6,400 live birthsin Liben
Didtrict in 2001.

This area has higtoricaly been one of the most underserved in Ethiopiain terms of hedth
infragtructure and services. MOH hedlth facilitiesin Liben Didtrict include the 113-bed Zond
Negdle Hospitd, and atotd of nine functioning dinics (hedth stations/posts) outside of

Negdle. Limited geographic access to hedth facilities and servicesis a primary congraint for
most of the Didrict’s population. The DHO estimates, based on the geographic distribution of
people and hedth providers, that only an estimated 40% of the tota population of Liben Didrict
liveswithin aten-kilometer (6.2 mile) radius of an MOH or private health provider.

Thislack of accessto MOH servicesis alikely reason for the popularity of traditiond heders
throughout the Didtrict. Mde traditiona hedersin Liben, cheresas, or “wise-men,” include
herbaigts, bone setters, religious practitioners, and spiritua heders. Theseindividuas are
respected in the community as credible sources of information about health and hedling.
Moreover, these men act as “ gatekeepers’ for care-seeking outsde of the olla or kebele.
Cherites, or “wise women” traditiondly provide birth assstance in the didrict. In most
communities, one can find acheritein every olla or group of ollas. Some cherites aso practice
other hedling arts, such as herbaism, massage, bone stting, or femae circumcison (eg.,
infibulation). Thelr advice is often sought for children’s hedlth problems, especidly diarrheaand
fever. Most are women in their mid-forties or older; al are respected by their communities.
Although some cherites charge for attending a ddivery, most accept payment in-kind or
whatever is offered. The average number of births asssted on amonthly basis varies greatly
from community to community and TBA to TBA.

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003



The god of SC'sproject, Essential Services for Maternal and Child Survival in Ethiopia:
Mobilizing the Traditional and Public Health Sectors and Informing Programming for
Pastoralist Populations, is two-fold:

= A sugtained reduction in under-five and maternad mortdity in Liben Didtrict, and,
»  CS-17 gpproaches inform policy or programming for pastoralist areas of Ethiopiain C-IMCI
or reproductive hedth.

To achieve these gods, Save the Children/US and the partnering Liben Digtrict Health Office
sdected the following Six interventions

Materna and newborn care (at 20% of planned intervention-specific effort);
Pneumonia case management (15%);

Control of maaria (10%);

Control of diarrhedl disease (10%);

Immunization (15%); and

HIV/AIDS intervention (30%).

Completing these CSinterventions, the SC/Liben office is usng DAP funding to address
nutrition, breastfeeding and family planning.

The CS-17 interventions are being implemented through the fallowing Strategies.

= Joint DHO/SC design, implementation, and evauation of approaches to materna and child
hedlth in Liben that inform development of strategies to address the needs of pastordist
populations in other digtricts of Borana Zone and Ethiopia.

= Mohilization of community leaders and traditiond practitioners through Bridge-to-Hedth
Teams (BHTS) and Hedlth Action Committees (HACs), to support selected MCH services,
and to conduct focused education to improve key emphasis behaviors at the household leve.

= Introduction and evauation of community-based case management of childhood illness, to
improve access to and use of these servicesin Liben Didtrict, and to inform the nascent
development of C-IMCI in Ethiopia

= Building capacity of SC, the DHO, and the Digtrict HIV/AIDS Council, to provide
leadership, coordination, and technica advice for integration of effective HIV prevention,
care and support, and mitigation efforts into ongoing community and government activities
in Liben Didrict.

Recommendation:

1. The project needs to strengthen its ability to document its successes and advocate for their
adaptation to other project stesin Ethiopia and other Child Surviva Projects throughout the
world.

b. Progressby Intervention
i. STI/HIV/AIDS Prevention

Activities proposed in the DI P: The DIP included the following activities for strengthening the
prevention of STI/HIV/AIDS.

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003
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= Build the capacity for HIV programming in Liben Didtrict, of SC, the Digtrict HIV/AIDS
Council, and the DHO, through training, experience exchange vigts, and joint
implementation of HIV activities.

= Focus on drategies to change the determinants of the HIV risk behaviors among women,
youth, and CSWs, identified during the CS-17 planning process, and advocate at the
community and nationd levels to ban specific high-risk sexua behavior prevalling in Liben
Didrict (induding jalla, jalletu, and kafeno). HIV/AIDSSTI behavior change materias will
be collected, adapted, copied, and/or produced; and hedlth facility staff, HACs, BHTS, TBAS,
CBDs, and SC education facilitators trained and supported in conducting behavior change
activities with target groups.

=  Provide technicd support to selected CBOs currently active in HIV-related activitiesin Liben
Didtrict, such astraining in home-based care for the Save Y oursalf Anti-AIDS Club (which
are presently working in AIDS care and support in Liben).

= Seek to facilitate (with technicad and financia support from other sources):
the establishment of VCT in the didtrict;
the supply of condomsto hedlth facilities and CBDs, STI drugs for facilities, and
glovesfor TBAS, and,
training of MOH gaff and private providersin STI syndromic managemen.

Progress toward benchmarks or intermediate objectives: The revised M&E tablein the First
Annua Report included the following six indicators specific to HIV/AIDS prevention:

Indicator 2: Digrict HIV/AIDS Council meets regularly, plans, and monitors HIV/AIDS
activitiesin Liben.

Progress. The Didtrict HIV/AIDS Council met four times between June 20, 2002 and June 2,
2003. While this was not the regular monthly meetings as initidly planned in the DIP, the
Council is collecting and reviewing reports and gppears to be using this information to plan and
monitor HIV/AIDS activities in the Didtrict.

Indicator 10:  HIV prevention efforts are effectively integrated into ongoing community and
government activities through CS-17.

Progress: A mgor focus of the CS-17 project’s HIVAIDS intervention is its participation on the
Didrict HIV/AIDS Council (DHAC). The DHAC is administering World Bank funding for

Liben Didtrict through a three- phased competitive grant program that funds Peasant
Associations, community based organizations (CBOs) and churches. A tota of 42 grants were
dispersed in Phase | (Emergency Funds) that are being used to purchase and distribute condoms
and to support youth clubs, CBOs and churchesin designing hedth promotion and HIV/AIDS
prevention campaigns. The announcement for Phase Il (Project Funds for Prevention, Care and
Support) hasjust been issued. Phase (11 will then focus on Capacity Building so that the impact
achieved in Phases | and |1 can be sustained. The DHAC establishes broad- based guidelines that
define the types of programs to be supported, issues invitations for proposals, reviews proposals,
and monitors progress and compliance of the donor recipients. In addition to its direct
participation on the DHAC, SC has provided three days of capacity building training to the

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003
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potentia gpplicants in program planning, proposa/report writing and financia management of
the funds as well as helped to design the reporting forms for the donor recipients.

The project has dso incorporated HIV/AIDS messages into dl of itstrainings, refresher trainings
and program activities that target the hedlth facility saffs, the community hedth workers, and the
communities.

Indicator 11:  Number of HIV-related training courses, workshops, and experience sharing vists
in which SC/Liben gtaff have participated during CS-17.

Progress: The HIV/AIDS Unit Head has attended two conferences on HIV-related topicsand is
therefore three fifths of the way towards reaching the final target. These trainings covered
Behavior Change and Communication (April 2003), and Participatory Rurd Appraisa (May
2003). Even though there were no current plans to attend other training opportunities at thistime,
the HIV/AIDS Unit Head noted that further training in documenting project activities, report
writing and desktop publishing would be ussful. In addition, training and support for the
production of effective hedth education strategies usng mass mediawould be timely,

congdering the increased availability and popularity of radio and TV in the project area.

Indicator 13:  Percent of respondents reporting condom use last time they had sex with nor
regular partners.

Indicator 14:  Percent of respondents reporting condom use every time they had sex with any
nonregular partner over the past 12 months.

Indicator 31:  Percent of respondents who identify consistent condom use, mutua monogamy,
and abstaining from sex as methods of reducing risk of HIV.

Indicator 32:  Percent of respondents who identify two or more signs/symptoms of STIs.

Progress. Measurement of these four indicators requires data from the second FHI survey, which
has not been implemented yet and therefore, fell outside the scope of the MTE. However, it is
gpparent that the World Bank funding noted above has increased the available supply of free
condoms throughout the Didtrict. Thisisin addition to the condoms that continue to be available
through the markets for about two cents each. The current demand for and use of these condoms,
however, is not known. The project is usng multiple strategies for increasing the demand for
condoms and the generd knowledge on STI/HIV/AIDS, including |EC targeting mothers
through the project trained CHWS; peer education of commercial sex workers and hotel owners;
training of hedlth facility on agenerd orientation to STI/HIV/AIDS, syndromic trestment of STI,
and counsding; working with 14-18 member school AIDS groups that provide mass-education to
their peers, and broad-based hedth education through the World Bank-funded smal grant
recipients. In addition, the project has effectively incorporated HIV/AIDS IEC messagesinto its
other project activities, including outreaches, static Site clinics, and supervisory visits.

Effectiveness of the interventions: The MTE Team found the following:
Discussions with community members and leaders found that the CS-17 project and the DHAC

have worked very wdl within the Geda (the socia structure of Oromo society), its Abagadas
(traditiona leaders) and loca Chrigtian Churches. These groups have brought credibility to the

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003

15



project’ swork on the sensitive issues surrounding STI/HIV/AIDS, making it eeser for
communities to understand and accept the hedlth education messages. The Mosques and the
Modem community, however, have been less involved in addressing HIV/AIDS, the reasons for
which need to be further explored.

FGDs with mothers found interesting HIV/AIDS-rdaed ditinctions between those living in
rurd aress (Gendle and Balambal) and those living in Liben’s largest town — Negelle. Mothers
from the rurd areas generdly agreed that HIV/AIDS was not a serious problem in their
communities because they *hadn’t seen anyone with AIDS’ and “didn’t go with anyone except
their husband.” In contrast, mothers from Negelle were emphatic that HIV/AIDS isamgor
problem in their community and that “everyone knows someone who has died from the disease.”
There were dso differencesin how mothers learn about hedlth. In the more rurd aress it was
from other community members and project-trained CHWs. While thiswas dso truein Negelle,
mothers there also noted that they learn through TV and radio which appear to be increasingly
avalable and growing in popularity.

The socid gtigma surrounding any sexualy tranamitted disease is Sgnificant, with the
FHI/UNICEF study in Borena Zone finding that accepting attitudes of individuas infected with
HIV/AIDS were found in fewer than 4% of respondents aged 15-49 years. Currently nothing is
being done in the project area specificdly for people living with AIDS or orphans and vulnerable
children (OVCs). The stigma aso might be contributing to an issue raised in FGDs that
individuals with STI or AIDS related symptoms commonly bypass medical care a hedth
facilities and go directly to rura drug shops to purchase medicines for treetment, not having been
properly diagnosed or received counseling. Training of drug vendors in the importance of
medica care and referral for these symptoms, aswell as on the project’ s other health
interventions such as proper dosing for antimaariads, has shown to be an effective Srategy in
other projects and can be done in such away that it increases the vendors customer base and
therefore the incentive to participate.

The project’ s focus on increasing the demand for condoms and for care seeking in response to
STI and HIV/AIDS related symptoms needs to be done in tandem with an increase in the
“supply” of available services and supplies. Otherwise, the result can be increased frudtration
with the hedlthcare system and wider use of unsafe and ineffective traditiond trestments. For the
time being, the supply of condoms appears to be more than adequate due to the World Bank
funding and hedth facility saff from throughout the Didrict have received training in syndromic
treatment of STIs. However, VCT sarvices are currently limited to Negelle Hospita, which has
only one person on staff who has recelved athree-day training on counsdling.

Changesin the technical approaches outlined in the DIP and rationale: None.

Special outcomes, unexpected successes or constraints. This CS-17 Project’ s participation with
the Digrict HIV/AIDS Council in its adminigtration of World Bank funding throughout Liben

Didtrict promises to be an excellent opportunity for reaching the project’ s HIV/AIDS/STI gods

and identifying and testing new responses to the growing threat posed by these diseases. At their
best, these smdl grant programs can foster creetive, localy-driven solutions to important

challenges through a broad-based * competition of ideas.” It is hoped that the Council, with SC's
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support, will not only keep its eyes open to these new idess, but will foster their development
through its training activities and then test and document their implementation through the grant-
making and reporting process so the successful strategies can be scaled up.

Recommendations:

2. Build the capacity of the Digrict in VCT. More gaff in Negelle Hospital need to betrained in
counsdling and referrd mechanisms need to be established & the hedlth facility level that will
involve orientation and training of MOH staff and the establishment of a monitoring system to
track referrds from the outlying hedlth facilities to the hospitd. (The EFO iswaiting on a
response to a proposa submitted to the CDC for upgrading VCT services at the hospita in
Negdle. If funded, it will cover the codts of training five hedlth workersin counsding and lab
testing as well as renovating the lab and counsdling room.)

3. The project should explore opportunities to exploit dl types of media (TV and radio) available
in the project area for communicating IEC messages on HIV/AIDS. This again, could be
promoted through the World Bank funds by providing grants to stations to produce ads or
developing that expertise within SC.

ii. Maternal and Newborn Care

Activities proposed in the DI P: For Maternal and Newborn Care CS-17 proposed that it will:

Strengthen materna and community practices by: education of women, men, other family
members, and community “gate-keepers’ through trained TBAS, other BHT and HAC members,
and hedlth fadility/outreach gaff. Hedth facility staff and TBAswill work with pregnant women
and their families to develop redigtic birth plans, induding plans for using trained birth

attendants and contingency plans for obtaining emergency trangport, and provide education on
pregnancy-relaed danger Sgns, including signs during the postpartum period, nutritiona
requirements during pregnancy, newborn care and immediate and exclusive breastfeeding, and
using antenata outreach and hedth facility services.

Improve access to MNC services through monthly MOH ANC outreach clinics to sdlected Sites
in the service aress of each hedth facility; 300 TBAstrained in HB-LSS; dtaff at each facility
trained in LSS; and pogting of three femae Community Midwives a hedth facilitiesin the

digtrict following their CS-17-supported training at Negelle Junior Nursing School. The project
will aso seek to establish partnerships and referrd rel ationships between trained TBAs and
fadility-based skilled birth attendants (such as Community Midwives). Findly, SC will seek to
facilitate training for one or two Negelle Hospital physiciansin EmOC, induding cesarean
sections, within Ethiopia

Improve the quality of MNC through a continuing partnership with ACNM for training of TBAS
in HB-LSS for maternad and newborn care, and training hedth facility staff (nurses, Community
Midwives, and MOH Hedlth Assgtants) in Life Saving Skills and as HB-LSS trainers/
supervisors. SC and Negele Hospitd trainers who have been trained in Life Saving Skills by the
ACNM will train nurses, midwives, and hedth assstants at Negelle Hospitd in LSS and as HB-
LSStrainers of TBAS.
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Progress toward benchmarks or intermediate objectives. The revised M&E table in the First
Annuad Report induded the following five indicators specific to improving maternd and
newborn care:

Indicator 15:  Percent of births attended by atrained TBA or hedlth professiondl.

Progress: Thisindicator will be measured using the KPC at the find evauation. However, there
has been sgnificant progress towards its achievement. One hundred sixty-two TBAS have
completed the basic TBA and the HB-L SS training courses since the beginning of CS-17,
bringing the total number of trained TBAS, including the 100 trained during CS-13, to 262. In
FGDs mothers said that pregnant women will usudly turn to their closest adult relatives (oouse,
moather, shlings, in-laws, etc.) for assistance once they redize the ddivery isimminent. They
will then contact the TTBA. Mde rdaiveswill find afemae to look after hiswife until the
TTBA arives.

Mothers dso reported in FGDs that in addition to attending deliveries, TBAs are dso helping
with initiating breastfeeding; providing heath education on ST1s, reproductive hedth and
nutrition; vidting mothers during and shortly following ddivery where they educate them on the
associated danger Sgns, and accompanying referras to the hedlth facilities for complicated
deliveries. Mothers a so reported that some of the main reasons they eect to give birth at home
are because TBAs by tradition do not charge for ddiveries and are willing to make house vigts,
which dlows the mother the privacy that many desire common to the tradition of *hiding’
pregnancies. (The hospita charges 25-50 Birr for deliveries depending on complications,
however, hedth facilities only charge for the medicines)

Indicator 24:  Feadhility and results of implementing CB-ARI/Maaria case management,
MN/LSS, and/or BHTS, through CS-17, presented at conference(s), in publication,
through media, and/or Ste vigt.

Progress. Sister Degefech Haileyesus, the SC/Liben MCH Nurse and HBL SS Coordinator, gave
aformd presentation entitled “ Lessons from Ethiopia: Maternal Carein Low Resource
Settings,” at the April 15, 2002 Vienna, Austria Conference, “ Low Tech, High Effect: Care for
Women and Infantsin Disasters’ sponsored by Johnson & Johnson. Her presentation focused on
the project’ s experience in designing and training traditiond birth attendants in the home-based

life saving skills (HB-LSS) curriculum in conjunction with the American College of Nurse
Midwives, the first such attempt in Ethiopia. In addition, SC/Ethiopia has received a request

from CARE/Ethiopiafor Sster Degefech to assist them in implementing HB-LSS in their CS
program in west Harage, with the support of a NGO Networks for Health program that supports
cross visits between PV O and NGO programs.

Indicator 26  Percent of rurd PAswith TBAstraning in HB-LSS.
Progress. This objective has been met as each of Liben’s 36 rural PAs has at least one TBA who
has completed the project’s HB-L SS training. In addition, the project trained dl of the Negelle

Hospital midwivesin LSS in October 2002. Plans are underway to complete the training of the
MOH gaff in LSS by the end of the year.
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Indicator 28:  Percent of mothers/newborns with complications for which TBAS reported
completing dl HB-L SS steps correctly.

Progress. The number of complicated deliveries, required for the denominator in thisindicetor, is
not available. Instead, the reports of 14 complicated deliveries were reviewed. It was found that
36% (5/14) of TBASs had completed dl the HB-L SS steps correctly. One possible reason for the
lack of an accurate total number of complicated deliveries could be due to the difficulty many
TBAs are having in completing and submitting the reporting forms. The project designed these
forms recognizing that a mgority of the TBAS, especidly the older ones, areilliterate. Therefore,
aseries of drawings are used to convey the information to be collected and the TBAS have been
trained in how to ‘read’ these drawings and complete the form. The chalenges appear to bein
the length of the reporting form which is 9x pages and remains difficult to use even with the
training and use of the pictures.

Indicator 30:  Percent of mothers who report knowledge of & least two maternal danger Sgns
during the postpartum period.

Progress: This objective will be measured at the FE using the KPC survey. The main strategy the
project has used to increase mothers knowledge on maternd danger signsis health education
provided by the TBAs, HACs and BHT members. Each of these groups has received an
orientation to HB-L SS, which aso covers postpartum emergencies, such as bleeding which isthe
most common cause of materna mortdity.

Effectiveness of the intervention: The main chalenges voiced by TBAswere the lack of safe
delivery kits and gloves — especialy following the training they received on HIV/AIDS
prevention. Their sense was that families would be willing to cover the cogts of these supplies, if
they have the money, however, there are no current plans for providing them. They expressed
concern about the challenges associated with complicated deliveries due to the lack of EmOC in
the didtrict, the difficulties of trangportation, and the lack of communication equipment. Findly,
severd noted that with the high number of home ddliveries many pregnant women are dlill being
attended by untrained individuds rather than project trained TBAs and that many of the project
trained TBAs are getting too old, therefore, thereis a need to recruit and train younger TBAS.

There is some evidence that communities are beginning to address the problems posed by
obstetric complications through the development of emergency transportation plans and pooling
funds to cover these costs when needed. However, the difficulty in Liben isthat none of its
health facilities, including Negelle Hospitd, is able to respond to obstetric emergencies. Itis
seven hours over 300 kms of bad road to go from Negelle Hospitd to the nearest health facility
sufficiently equipped to provide c-sections. GOE policy dictates that only obstetricians can be
trained to do c-sections, even though few of the hospitas throughout Ethiopia, including Negelle
Hospita, have obstetricians on staff. With an easing of this policy and appropriate training,
generd practitioners could do this basic procedure. In addition, Negelle Hospital is not equipped
to do blood transfusions and it does not have access to a 24/7 electrical power source. The EFO
has pursued funding to cover the costs of the training and the necessary infrastructure
improvements for Negelle Hospital, but without success to date. Further, Negelle Hospital is not
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reviewing complicated deliveries as aregular policy to ensure that al the procedures are
understood and being followed by the TBAs and the facility aff.

The project’s plan isto provide ANC weekly through the hedlth facilities and monthly through
each of the 14 outreach Sites in response to the low rates found in the basdline KPC. The quality
of ANC was found to be problemeatic, based on areview done one week prior to the full MTE by
Dr. Winnie Mwebesa, FP/ RH Advisor from SC/Washington. Iron and TT were not being
consgently gven to pregnant women, presumptive treetment of maariafor pregnant women

was not being done uniformly, and stockouts of ANC cards was common at hedlth facilities. (See
Annex | for Dr. Mwebesa' s Trip Report.)

Changesin the technical approaches outlined in the DIP and rationale: None
Special outcomes, unexpected successes or constraints. None
Recommendations:

4. The EFO, dong with other NGOs, multilaterds and government agencies involved in maternd
hedlth, should advocate for a change in the GOE policy that restricts the use of ¢c-sections and
other EmOC surgical procedures to obgtetricians, so that general practitioners can be permitted to
do these procedures upon completing an appropriate training program. The EFO and SC/HQ
should also explore and pursue funding opportunities that could cover the costs of training a
surgica team from Negelle (one to two genera practitioners, one scrub nurse and one
anesthesiology nurse) and assist them in devel oping the capacity to do blood transfusions and
provide eectricity 24 hours/day, 7 days/week.

5. The Project should assist Negelle Hospitd in establishing a regular system for reviewing
complicated ddiveries within the Didrict, interviewing the involved TBA, hedth workers and
women to assess whether al the necessary steps were followed and identify areas needing
improvemen.

6. The project needs to devel op sustainable mechanisms for ensuring a consistent supply of
ddivery glovesfor TBAS.

iii. Immunization

Activities proposed in the DIP: To increase immunization coverage for women and children, the
CS-17 DIP committed the project to strategies that will:

Increase Supply: In hedth facilities where gatic immunization service is being provided, efforts
will be made to gradualy increase EPI service provison to adaily basis to reduce missed
opportunities. Two new hedlth facilities will be provided with cold chain equipment. Outreach
activities will bejointly planned with the DHO and the concerned communitiesHACs. Some of
gaff who weretrained in EPI through the DAP have moved out of the didtrict, so EPI training
will be given to SC and MOH saff usng MOH/UNICEF training modules. The topicsinclude
cold chain management, injection safety, and derile technique. SC and the DHO will plan and
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conduct joint quarterly supervison visits and give feed back to hedth facility saff on
immunization performance.

Increase Demand: To increase demand for immunization servicesin dl aeeswhere EF is
available, more attention will be given to health messages addressng immunization. Community
workers will be provided with pictorid teaching aids and trained in their use. Community
memberswill be mobilized for immunization through influentia local and rdligious leaders.
CHWswill identify drop-outsin their respective Ollas, Ketenas, and PAS, and counsd family
members to use immunization services. HACs will organize a Village Hedth Day every month
to facilitate immunization outresch sessons

Promote Sudtainability: To promote sustainable improvements in immunization services and
coveragein the least accessible parts of the digtrict, CS-17 will adopt sdected dements of
WHO's EPI gtrategy for Sustainable Outreach Service (SOS). SOS aimsto ddliver tailor-made
immunization services on the basis of periodic contact with people who have limited or no
access to hedlth services due to their geographical remoteness. In Liben, there will be three
rounds of immunization sessons per year usng dl antigens, alowing children to be fully
immunized after one year of SOS services. ANC and FP service ddivery will be integrated with
EPI outreach activities. This strategy will first be piloted for one-year period in the PAswhere
there are no EPI services. Then after assessing whether the gpproach is successful in Liben
Didtrict or nat, it will be scaled up to cover more PAsif found successful.

Number of PAsto be Covered by Immunization Strategy and Y ear

Strategy | Yearl | Year2 | Year 3 | Year4d | Year 5
Satic 8 10 10| 10+* | 10+*
Outreach 28 22 20 18 16
SOS 4 6 8 10 12

* Inthe 4™ and 5™ year, the MOH may construct additional facilities.

Progress toward benchmarks or intermediate objectives:

Indicator 16:  Percent of dl mothers of children <2 receiving TT2+ before lagt child’ s birth (by
card) — per the KPC.
Indicator 17:  Percent of pregnant women receiving TT2+ — per DHO records.

Progress. TT2+ coverage in the Didtrict increased from 26% to 35% based on data from Negelle
Hospitd. While the end of the project target is 55%, this increase represents a significant
improvement in TT2+ coverage. However, considering the problems associated with ANC
presented previoudy in the MNC section, it is gpparent that more can be done to improve the
rates further through supervison and refresher training.

Indicator 18:  Percent of dl 12-23 month olds who recelved meades immunization (by card

only) — per KPC.
Indicator 19:  Percent of infants who received meadesimmunization — per DHO records.
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Progress. While the firgt indicator (#18) will not be measured until the FE KPC survey has been
implemented, Negelle Hospital data found that the second indicator (#19) has dready been fully
achieved, having increased from a basdine rate of 45% to 72% at the midterm evauation.

Indicator 20:  Percent of dl 12-23 month olds fully immunized (by card) — per KPC.
Indicator 21:  Percent of infants fully immunized — per DHO records.

Progress. Complete coverage has dso surpassed the project’ sfina target of 60%, by increasing
coverage from a basdline of 34% to a midterm rate of 62% per Negelle Hospita datafor the
Didtrict.

Effectiveness of the intervention: While the current picture of immunization coverage shows
positive progress, sgnificant challenges remain between now and the end of CS-17.

At the community level, mothers expressed the need for more opportunities to immunize their
children, which they said could be addressed with adequate supplies of vaccinesin the hedth
facilities and by providing more outreach sessons. Liben Didtrict has suffered from both
nationwide and regiona stockouts of DPT and mead es vaccines since the beginning of the
project. Within the hedlth facilities, it was dso found that the supply of vaccines has been limited
dueto the lack of refrigerators a two of the digtrict’s nine hedlth facilities. The project was
supposed to provide these two refrigerators and the accompanying cold chain equipment by
October 2002, however, this was not done due to insufficient funds in the budget. In addition,
not al of the hedlth facilities have EPI cards, which the project was aso supposed to provide by
October 2002. Further delays will undermine the project’ s ability to increase coverage. The
project has committed to purchasing and distributing enough cards to last to the conclusion of
CS-17 by the end of August 2003.

Although mandated to monitor and supervise the Didtrict’s cold chain, the DHO is not equipped
to do thison its own dueto its lack of skilled saff and vehicles. The acting EPI Coordinator at
Negelle Hospital has provided some technica guidance to the DHO. The project is supporting
the MOH’ simmunization efforts by providing a one-week training on immunizations to hedth
fecility gaff, assstance in soliciting 80 donated syringes from GAVI, and the provison of fud

and per diem for supervision and vaccine transport from Addis Ababa to the Didtrict. The project
has used the SOS strategy, to integrate its ANC and FP outreach services with immunizations,
focused on three hard to reach PAsin 2002 and five in 2003, so it is behind by two PAs & the
time of the MTE when compared to the table above.

Also a the community level, some negative attitudes about childhood vaccinations remain that
need to be addressed through BCC strategies. When asked why some mothers are not getting
their children immunized, FGD respondents reported that many are concerned about the side
effects particularly diarrheg, fever, and irritability. It was dso mentioned that childhood
immunization card retention is weak because parents often discard the card once the child has
completed hishher childhood immunizations. This is compounded by the previoudy mentioned
stockouts of childhood immunization cards at some of the hedlth facilities.
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The primary chdlenge to achieving sustainability of the immunization activities rdaesto the
ongoing codts that Save the Children is currently covering, including the fud to trangport seff
to/from outreaches and vaccines from Addis Ababa to the field; the kerosene to power the
refrigerators, and the per diem for MOH staff during outreach sessions. Unless plans are made to
cover these cogts by the end of the project, the sustainability of the immunization intervention is
in doulbt.

Changesin the technical approaches outlined in the DIP and rationale: None.
Special outcomes, unexpected successes or constraints: None.
Recommendations:

7. Providing the promised cold chain equipment and EPI cards as soon as possible needsto be a
priority asfurther ddays will directly limit the intervention’s impact.

8. The project needs to work closely with the HACs, BHTs and TBAs through the SATsto
further assess the nature and underlying causes for any community misconceptions about the
safety and efficacy of childhood vaccines and develop responsive |IEC drategies.

iv. Pneumonia Case Management

Activities proposed in the DIP: Prompt Care Seeking: Recognition of pneumoniasigns and
prompt care seeking will continue to be promoted through education of community members by
BHTsand HACs. Education will focus on recognition of pneumoniain older infants and
children, on recognition of Sgnsin young infants (through messages specificaly for pregnant
women and mothers of newborns), and on prompt care seeking.

CS-17 Approach to Improving Access to Case Management: CS-17 will continue to support
activitiesintroduced through CS-13, but hopes to focus on substantialy improving accessto
pneumonia case management sarvices, initidly on apilot bassin goproximeatdy five PAswith
poor access to hedth facilities, by training gpproximately two literate CHWSs per PA in case
managemen.

Qudity of Case Management: CS-17 will use materias developed by CARE with support from
the U.S. Centersfor Disease Control and Prevention (CDC) for training CHWsin Siaya, Kenya
in case management of pneumonia and maaria, which are based on the WHO materids for
training CHWsin ARI case management. CHW training activitieswill include practice & a
hedth facility in assessment of ill children and counsdling of mothers, and viewing and

discussion of the WHO ARI case management video. CHWswill be required to successfully
pass an assessment of their case management skills before being dlowed to treat children in ther
communities. UNICEF beeping timers or watches with second hands will be provided to dl
hedth workerstrained in SCM. CHWSs will be trained to treat children with Sgns of non-severe
pneumoniawith oral Cotrimoxazole. All savere pneumonia, very severe disease, and cases of
Cotrimoxazole trestment failure, will be referred to hedth facilities.
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Progress toward benchmarks or intermediate objectives:

Indicator 4:  Percent of CMWstrained in pneumonia case management with no stock-out of
Cotrimoxazole in the previous month.

Indicator 5:  Percent of CMWSstrained in maaria or pneumonia case management through CS-
17 from whom reports were received in past quarter.

Indicator 12:  Tota rate of treatment for pneumoniain <5sby CMWsin dl PAswith CMWs
trained in PCM (number of treatments per <5 per year).

Indicator 27:  Percent of children under five assessed for pneumonia for which CMW reported
completing al PCM steps correctly.

Progress Because of GOE palicy restricting the use of community health workers to digtribute
antibiotics, antimaarias and other controlled pharmaceuticals, the training of CHWs in case
management of childhood illnesses has had to be delayed. Thisis discussed in greater detall
below in Section B.2.b. Community Case Management of Childhood IlIness.

Indicator 25:  Percent of rura PAswhich have an MOH facility or CMW(s) trained through CS-
17 in ARI or mdaria case managemern.

Progress. Each of the eight Hedlth Facilities serving the 36 rurd PAsin Liben Didrict has at
least one staff person who attended the project training on ARI and ma aria case management of
the sick child that was provided April 2003.

Indicator 29:  Percent of mothers reporting ether fast breething or difficult breathing asasign
of child illness needing treatment.

Progress Thisindicator will be assessed at the FE using the KPC.
Effectiveness of the interventions. Because of the delays in garting Community Case
Management and the lack of a KPC survey at the MTE, the effectiveness of thisintervention
cannot be measured or assessed a thistime,
Changesin the technical approaches outlined in the DIP and rationale: None.
Special outcomes, unexpected successes or constraints: The primary constraint with regard to
Community Case Management has been the delay in getting GOE approva to proceed with the
intervention. The EFO has been actively advocating for the startup of thiswith the GOE and the
Nationa IMCI Task Forcein Addis Ababa
Recommendations: See Section B.2.b. Community Case Management of Childhood IlIness.

v. Control of Diarrheal Disease
Activities proposed in the DIP: The CS-17 CDD intervention will focus on continuing CS-13

efforts of educating caretakers about prevention and home care for diarrhea through BHT and
HAC members, and community-based case management. CHWsinvolved in maariaand
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pneumonia case management will assessill children for the type of diarrhea (acute watery,
bloody, and/or persistent) and severity of dehydration, trestment or refer based on the
assessment, and counsel caretakers on home care and prevention. A focus of training and
supervisory activities will be on improving the skills of CHWSs to effectively counse caretakers
about: the early use of fluids available in the home (including milk, yogurt, ceredl-based gruels,
soups, and water); continued breastfeeding; frequent feeding of smal amounts of food; catch-up
feeding following recovery; recognition of and prompt care seeking at hedlth facilities for
dehydration, dysentery, and persstent diarrhea; and prevention, including hand washing and safe
disposa of human feces. CS-17 will atempt to provide CHWSs trained in case management with
ORS packets for free digtribution for children with Sgns of (non-severe) dehydration or profuse
watery diarrhea

Progress toward benchmarks or intermediate objectives:

Indicator 22:  Percent of children <2 with diarrheain the past 2 weeks receiving more fluids
then usud and same or more food than usud during illness.

Indicator 33:  Percent of mothers with children <24 months who report washing own handswith
sogp or ash before food prep., before feeding children, after defecation, and after
attending child who defecated.

Progress. These two indicators will be assessed at the FE using the KPC.

Effectiveness of the interventions. Because of the delays in sarting Community Case
Management and the lack of a KPC survey at the MTE, the effectiveness of thisintervention
cannot be measured or assessed et thistime.

Changesin the technical approaches outlined in the DIP and rationale: None

Special outcomes, unexpected successes or constraints. See Section B.2.b. Community Case
Management of Childhood IlIness.

Recommendations: See Section B.2.b. Community Case Management of Childhood IlIness.
vi. Control of Malaria

Activities proposed in the DI P: CS-17 hopes to introduce community-based case management of
childhood maaria, dong with community- based case management of pneumonia, initidly on a
pilot basisin five PAS, training approximately two literate CHWSs per PA, and using the same
training materid's adapted from those of CARE/Kenya, as will be used for the pneumonia
intervention (please see the description of the pneumoniaintervention above). Aswith
pneumonia, CHWs will be trained to treat children with signs of non-severe maaria, and refer al
children with sgns of severeillness and cases of trestment faillure. Monitoring and supervison

of CHWSs in maaria case management will be integrated with monitoring and supervison of
CHWSs with regard to ARI case management, and scale-up maaria case management activities
through training additional CHWsin Liben Didrict based on athorough review of pilot maaria
and ARI case management activities.
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Progress toward benchmarks or intermediate objectives:
Indicator 5:  Percent of CMWs trained in maaria or pneumonia case management through CS-
17 from whom reports were received in past quarter.

Progress: Cannot be assessed until after the start of the CCM dtrategy.

Indicator 25:  Percent of rurd PAswhich have an MOH facility or CMW(s) trained through CS-
17 in ARI or mdaria case managemern.

Progress. Each of the eight Hedlth Facilities serving the 36 rurd PAsin Liben Didrict has a
least one staff person who attended the project training on ARI and maaria case management of
the sick child that was provided in April 2003.

Effectiveness of the interventions. Because of the ddays in garting Community Case
Management and the lack of a KPC survey at the MTE, the effectiveness of thisintervention
cannot be measured or assessed &t thistime.

Changesin the technical approaches outlined in the DIP and rationale: None.

Special outcomes, unexpected successes or constraints: See Section B.2.b. Community Case
Management of Childhood IlIness.

Recommendations: See Section B.2.b. Community Case Management of Childhood IlIness.
c. New Tools, Approaches and Operations Resear ch

CS-17 straining and support of TBAsin Home-Based Life Saving Skillsisthe firgt such effort
attempted in Ethiopia. Therefore, it is being closely monitored by SC, ACNM and other PVOs
for lessons learned and the potentia for replication in Smilar locations and scaling up. As
mentioned previoudy, CARE/Ethiopia has dready expressed interest in piloting the same
intervention in their project with the assstance of SC/Liben staff.

SC/Liben participated with Family Hedth International and UNICEF in the first nationwide HIV
Behaviord Survelllance Survey. The Survey found disturbing results specific to male and femde
pastoralists between the age of 15 and 49 in Borena Zone, which includes the project area.
Knowledge of HIV prevention methods was below 25%; those with accepting attitudes towards
people infected by HIV/AIDS was below four percent; and condom use of less than five percent.

2. Cross Cutting Approaches
a. Mobilization of Community Leadersand Traditional Practitioners

Activities proposed in the DI P: Together the CS-13 and CS-17 projects have formed 147 Bridget
to Hedlth Teams that are respongible for mohilizing the community, specificaly, communicating

the project’s |IEC messages, making and following up on referrds to hedth facilities, notifying

the community about hedlth outreach activities (e.g., ANC, EPl and RH outreach clinics),

completing monthly reports on activities and vital events, and distributing family planning
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supplies when they are available. Each BHT is made up of awise woman (chaireti) who is often
aTBA, awise man (chiressa), and ayounger ‘intern’ who is being groomed into aleadership
role. The mgority of the BHT members were selected by community consensus, based on the
leve of respect and esteem each isheld.

Every month the BHTs meet with their Health Action Committee (HAC) where they submit their
written reports, receive supervisory feedback and plan future activities. The HACs are primarily
respongble for supervisng and supporting dl the BHTs and TBAs in their area through these
monthly mestings and collecting, reviewing and reporting on the monthly report forms
completed by the BHTs and TBAS. In addition, they aso support and participate in the same
community activities asthe BHTs. Each HAC has an average of 8-12 members who have been
selected or dected by the community they represent. Both the HAC and BHT members have
received training on each of the project’s hedlth intervertions and orientation on the project
Srategies.

Progress toward benchmarks or intermediate objectives:

Indicator 3a/b: Percent of PAs from which three or more HAC members have participated in
three or more mestings with MOH gaff over the previous year.

Progress. The meeting records or minutes necessary to assess this indicator were not available
from each of the PAs or hedth facilities within Liben Didrict at the time of the MTE. This
indicator is going to be difficult, if not impossible, to quantify a the Find Evauation aswell. It
will require reviewing lists of meeting atendees taken from MOH meeting minutes and
comparing them with the list of HAC members for each PA. Anecdotdly, though, it appears
from the FGDs with HAC members and the SATs that the relationships between the HACs and
the hedlth facilities have improved sgnificantly over the life of the project and that this strategy
has helped to strengthen the connection between the community and the health care system. Each
demondirated in the FGDs an understanding of the roles and responsibilities of the other.

Indicator 6: Percent of BHTs which in the last 9x months have conducted one or more
community education activities for each CS-17 intervention and turned in four or
more monthly reports to HACs.

Indicator 7: Percent of HACs which in the last Sx months have reviewed BHT, TBA, or
CMW reports, and have sent reports to a hedth facility.

Progress. These two indicators could not be measured using the current HI'S forms. During vidits
to hedth facilities to review BHT and HAC reports, it was apparent that the monthly report
forms from the BHTs and TBAs were not being completed correctly from dte to Ste. Some were
being filled out by theindividua BHT or TBA correctly, while other BHT and TBA reports were
being prepared by the HACs from memory, consolidating al the results onto asingle form. This
isdiscussed in grester detail in section B.3.g. Information Managemen.

Effectiveness of the BHTs and HACs: The establishment of BHTs and HACs has proven to be a

very popular strategy in the eyes of the community and the MOH both. Mothers and hedlth
facility workers know who their BHT and HAC members are, even though they are not dways
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clear on the different roles of the two groups, and have aso voiced support for recruiting and
training more CHWSs. The use of traditional leaders in these roles has a so proven to be agood
drategy in that they bring credibility to their work with the project and the IEC messages they
communicate. Traditiona treatments and herba medicines continue to be popular for avariety of
alments. The project has focused behavior change strategies on limiting dangerous traditiond
practices, such asfemae circumcision, tooth extraction for treating diarrheain smdl children,
scarring/burning, uvulectomies to treat sore throat/cough, abduction practices, extra marital
relations, and use of herbal/traditiond medicines. The use of these practices can be harmful and,
a aminimum, can delay effective medicd trestment (e.g., giving donkey milk to treet maaria
symptoms before seeking medica care). Astraditiond leaders, the BHT members are the best
equipped to address these issues in the community.

There was some initid confusion in the communities regarding the roles of the members of the
BHTsand the HACs. There was a broadly held assumption that they were being paid by the
government or the project, so many in the community were not as supportive a first. Now even
though many understand that they are volunteers, there is a growing awareness that there needs

to be some type of incentive or reward to support the continued work of the CHWSs. Thereisaso
agrowing concern that the hedlth education the BHT and HAC members are providing in the
community is cresting ademand for health care services that the MOH is not adequately

equipped to respond to, especidly the supply of drugs, supplies (safe birthing kits and gloves)

and hedth care sarvices (induding regularly and consgtently available immunization, ANC

clinics and comprehensve EmMOC). CS-17 included HB-LSS and CCM components to at least
partidly address this demand, however, the delay of the startup of CCM and severd other project
activities has resulted in some degree of frugtration in the community and the health facilities.

Recommendation:

9. The project needs to identify and indtitutiondize rewards the communities are willing and able
to provide as incentives to the CHWs to ensure their continued volunteering with the project and
the ability to recruit new CHWSs as others move on.

b. Community Case Management of Childhood IlIness

Activities proposed in the DIP: To respond to the need for case management of the most
common childhood illnessesin Liben Didtrict, an area where amgority of the population has
woefully poor access to facility-based health care services, the CS-17 DIP proposed to pilot and
scae up a Community Case Management component. During the initid pilot phase two to three
literate community volunteers were to be recruited from each of five of the most secluded PAs
and trained as Case Management Workers. They were to be trained in each of the project’s
hedth interventions and aso case management of pneumonia, maariaand diarrhea, including
the provison of antibiotics and antimdarias. They would work under the supervison of the
Services Area Teams at the hedlth facilities. Based on the results of the pilot phase, CCM will
then be scaled up to cover the remaining isolated PAs within Liben Digrict. The DIP mentions
the development of a Revolving Drug Fund (RDF) in year two of the project as apossble
mechanism for ensuring sustainable access to high quality, low cost drugs at the community

leve in conjunction with the CCM drategy.
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Progress toward benchmarks or intermediate objectives: The SC/Liben Training Coordinator,
the Acting DHO from Liben and the head of the MCH Team of the Nationad MOH visited
CARE's Child Survivd Project in Siaya Didrict, Kenyain February 2003 to view firgt hand
CARE s Community Management of Childhood Il1ness (CMCI) component with aview towards
using the lessons learned and best practices to inform the design and implementation of CS-17.
The team reviewed the training plans/curricula, the revolving drug fund, the reporting

formg/system, and the overd| strategy.

After this experience-sharing vist, the hedlth facility saff in Liben were oriented in the CCM
interventionsin early 2003. However, the CMWs have yet to be recruited and trained, which was
scheduled in the DIP to start in January 2003. This delay was due to the conflict between the
CCM drategy and the MOH policy that restricts community hedth workers from prescribing and
digpensing or sdlling antibiotics and antimaarids. During the MTE the EFO was informed by

the nationa MOH that the project would be granted permission to proceed with the CMW
training in September/October 2003. Thisis only aten month delay, yet it will be very difficult

for the project to complete this training before the end of 2003, without the close support of the
EFO/Hedlth Advisor who has been reassigned for the remainder of 2003 to work on the
emergency response to the famine occurring north of Liben. No work has been done to date on
edtablishing the RDF.

Further, experience in other projects has shown thet it can take threet+ yearsto pilot and scale up
aRDF a the hedlth facility levd, dlowing sufficient time to identify a consstent source of

supply (wholesde), raise the funds required to purchase the initid startup stock of drugs,
edablish thefinancia systems (bookkeeping, inventory, controls, reporting, etc.), establishv/train
an oversght committes, and train locd pharmacigs. Doing the RDF at the community level will
require even more time and the specific expertise required for either option does not currently
exig within Liben.

Recommendations:

10. The direct and concentrated involvement of the EFO technical backstopping staff will be
required for the adaptation of the CCM training materials and related |EC drategies aswell as
the overdl planning and implementation of CCM.

11. Technicd and adminidrative support is going to be required throughout the planning and
early implementation of the RDF from skilled professonals who have relevant practica
experience and solid theoretical grounding in RDF design and adminigiration.

c. Capacity Building Approach
i. Strengthening Save the Children

The CS-17 DIP ligs four indicators for improving the capacity of Save the Children:

Indicator 8  EFO Behavior Change Specidist hired by October 2002) and retained.
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Progress. This position was temporarily filled by transferring 15% of the EFO HIV/AIDS
Specidis’ stime to BCC efforts, which spanned dl of SC's programsin Ethiopia. It was noted
by the project staff in Liben that this person did one Site vigt to Negelle in May 2003 to collect
the project’ s training curricula and has yet to return or respond with comments or feedback. The
g&ff in Liben, especidly the CS-17 Training Coordinator, were adamant in voicing their need for
technical assstance and training in the design of gppropriate and effective IEC and training
materids. This postion wasfilled by Ms. Ashley Aakesson in August 2003. She has had past
experience in Ethiopia, including providing an orientation workshop on BCC for the Liben CS
gaff in March 2003 on overall BCC strategy and process.

Indicator 9:  BC drategy for dl CS-17 interventions designed and implementation started (by
March 2003).

Progress. The new BCC Specidist began conducting formative research in Liben in August 2003
and doing capacity building with the staff on how to use datato inform an overdl strategy and to
design effective key messages and IEC materids. By January 2004 the overal strategy will bein
place and training SPAs, MOH gaff and CHWs will begin on the new srategy and messages.

Indicator 10:  HIV prevention efforts effectively integrated into ongoing community and
government activities through CS-17.

Indicator 11:  Number of HIV-related training courses, workshops, and experience sharing vidts
in which SC/Liben gaff have participated during CS-17.

Progress. See the HIV/AIDS Intervention section above for a detailed report on progress related
to indicators 10 and 11.

The CS-17 DIP cited two assessment tools used by Save the Children to measure its capacity:

» Thelnditutiona Strength Assessment (ISA) developed and implemented by the Child
Surviva Technicad Support (CSTS) unit a8 MACRO to assessed SC's Office of Hedlth at its
headquarters in Westport in early 2002.

» The Organizationd Capacity Assessment (OCA) implemented by PACT assessing the
capacity of the EFO in Addis Ababa after the DIP was completed.

The scope of both of these assessments went far beyond this CS-17 project, where the ISA
looked at the Office of Health's backstopping capacity with regard to its support of al eight of
SC's Child Survivad projects. The OCA assessed dl of Save the Children’s activities in Ethiopia
and the support the EFO receives from headquarters. For the OCA, only three individuals

directly involved in CS- 17 were interviewed — Dr. Dr. Taye Tolera (the Negelle Hospital

Medical Director/former Chair of the DHMT), Tsegaye Sonto (the SC Health Sector Manager a
that timein Liben), and Dr. Tedbabe Degifie (the Hedth Specidist from the SC/EFO newly
responsible for backstopping CS-17). None of SC’s Unit Heads, Coordinators, SPASs or project-
trained CHWs working at the community level were interviewed as part of the assessment.
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There are indications that the project has increased Save the Children’ s capacity. The support of
training and educationd opportunities for the senior health staff (Reference Section B.3.b. Staff
Training) has increased their technical skillsin areas directly related to the project objectives and
activities. The development of the HB-LSS training in conjunction with ACNM has increased
the organization’ s ability to improve the hedlth of mothers and their children in areas such as
Liben that lack ready access to comprehensve obgtetric care. Significant capacity building needs
remain to be addressed, however, particularly in the form of technica and adminigtrative
assgtance to the staff in Liben as discussed later in Section B.3.h. Technicd and Adminigtrative
Support.

ii. Strengthening the Ministry of Health

SC'sprimary locd partner is the Digtrict Hedlth Office, which at the time of the CS-17 DIP
Workshop, was headed by the senior staff from Negelle Hospital who aso chaired and made up
much of the membership of the Didtrict Hedlth Management Team (DHMT). The overarching
project strategy in the DIP was to build the capacity of these ingtitutions so they would be well
prepared by the conclusion of CS-17 to provide leedership and direction over the continuing
program activities and improved services established during CS-17. The GOE’ s subsequent
adoption of apolicy of ‘decentraization’ has moved the authority and responsibility for
planning, monitoring and budgeting of dl digtrict-wide hedlth services from Negelle Hospitd to
the DHO. Now the DHO oversees the district’ s eight hedth fadilities (incdluding five dinics and
three hedlth pogts, but not the hospital) and reports directly to the District Adminigtrative
Coundil.

Decentrdization has had the immediate effect of transferring the Didrict’s hedlth leadership

from the hospital saff to a newly formed Didrict Hedlth Office. The DHO, however, is
sgnificantly undergaffed in terms of the number of gaff positions (only one out of five

mandated positions have been filled to date) and in technica and adminigrative capacity. (The
DHO is now headed by a hedlth officer rather than a physcian as previoudy and the Unit Heads
from Negelle Hospitd with responghbility over EPl and MCH are no longer directly involved.)
The Negdle Hospitd gaff have, to ther credit, continued to support and coordinate with the
project and the new DHO when possible, however, without a policy mandate, their continued
direct involvement with the project can no longer be assumed.

The CS-17 DIP included the following three indicators for measuring the process of building the
capacity of theloca partners:

Indicator 1: Didrict Hedth Management Team (DHMT) has met three or moretimesin last
year and has used data to plan activities.

Progress. Largely due to decentralization and the Situation described above, the DHMT has not
formally met snce October 2002. It did meet at least five times in the preceding six months
(between April and October of 2002) primarily to orient the new DHO and discuss program
activities. There was no evidence in the minutes of using datato plan activities, probably since
these meetings were directly following the DIP Workshop and the HIS was not prepared at that
time to produce project data for use by the DHMT.
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Indicator 2. Didrict HIV/AIDS Council meets regularly, plans, and monitors HIV/AIDS
activitiesin Liben.

Progress. Refer to Section B.1.b.i. STI/HIV/AIDS Prevention.

Indicator 3:  Percent of PAsfrom which three or more HAC members have participated in
three or more meetings with MOH gaff over the previous year.

Progress. Refer to Section B.2.a. Mohilization of Community Leaders and Traditiona
Practitioners.

SC has actively sought the participation of the DHO, the Zona Hedlth Department, and the
Negelle Hospital staff in al aspects of the project’ s design, implementation and eva uation.
However, because of the size and mandate of the principd partner, the DHO is overstretched and
unable to contribute to the project as when it was led by the Hospital staff. Therefore, the project
isat acritica juncture with regard to capacity building of loca partners and ultimately to the
sugtainability of its efforts. This discusson is continued later in Section B.2.d. Sugtainability
Strategy.

Recommendation:

12. The project needs to reassess the current and projected capacity building needs of the new
DHO within the context of the remaining CS-17 project and the long-term needs related to its
sugtainability plans. This could require significant restructuring of the project, especidly if a
mgority of these needs cannot be resolved through localy available sources.

iii. Strengthening Health Facilitiesand Workers

The main project strategy for building the capacity of the hedlth facilities and ther saffsisthe
Service Area Team (SAT). One SAT has been formed at each of six hedth fadilitiesin Liben
Digrict. Each SAT ismade up of one SC Senior Program Assistant (SPA) and the lead staff a
the Hedlth Facility. (Three more SATs will be established once the remaining three SPAs are
hired by SC.) The SATs are responsgble for providing technical and supervisory support to the
HACs, BHTs and TBAS, documenting quarterly meetings with the HACs, providing training;
and assgting the HACs in coordinating community hedth activities. The SPAs dso channdl
technica support and training content into the hedth facilities from the SC/Unit Heeds, including
health education materids on HIV/AIDS, etc.. One areathat would benefit from improvement is
the documenting of meetings through minutes. Thisis especidly important for CS-17 because
severd of the project indicators are measured based on these records.

FGDswith SAT and HAC members found that the use of the SAT drategy has been effective
and has strengthened the connections between the health facilities and the communities To help
ensure that the growing demand for services does not outstrip the currently available supply, the
project needs to proceed quickly in providing the promised cold chain equipment (two
refrigerators and EPI cards) and developing the revolving drug funds, so that when mothers bring
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their children to the hedlth facilities they can be reasonably assured that it will have the necessary
vaccines and medicines will be available.

Recommendations:

13. Training on recording meeting minutesis required for the SATs and through them, the
HACs.

See Recommendation 22 to hire remaining three SPAs in Section B.3.c. Supervison of Program
Saff.

See Recommendetion 7 for supplying the remaining cold chain equipment and suppliesin
Section B.1.b.iii. Immunization.

iv. Training
The CS-17 training strategy has incorporated the following features.

» Joint planning with the MOH in dl aspects of developing the training strategy and dso
involving the Minigtry of Education, the community and religious leeders in the sdlection of
topics and trainees, curriculum design, and logigticsin an effort to build loca capacity in
planning and ensure compliance with MOH policies.

» Theuseof pre-exiding training curricula, plans and materias from sate-of-the-art
internationa and Ethiopia- specific sources that are tested, adapted, and modified by the
project to fit the loca Stuation, including the training of low or semi-literate community
volunteers.

» Theuseof pre- and post-tests to assessimmediate comprehension of the training content and
project-designed supervisory checklists used during supervisory vigts to assess long-term
retention.

» The development of Master Trainersin the MOH for LSS using TOT drategies to increase
MOH training skills and help to ensure the sugtainability of the program.

» Theuseof regular refresher trainings to build long-term retention and solidify pogtive
behavior change.

Overdl, the training plan presented in the CS-17 DIP is on schedule, except for the CCM
training of Case Management Workers due to delays in receiving GOE gpprova. A brief review
of the results of pre/post tests found positive improvement following the trainings, however,
long-term retention was not reviewed during the MTE. BHT members said that the project
training and refresher trainings were an important benefit and reward for their participation in the
program. They requested more training but did not identify new topics that should be covered.

SC/Liben staff noted the need for technical assistance and support in the design and adaptation of
training curricula, manuas and materids as wel asin monitoring and eva uating the qudity and
vaue of their training programs. These are important and timely needs for CS-17, especidly asit
prepares for the CCM activities and should be a priority for the EFO to address.
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One issue of concern has been the payment of per diemsto individuas for attending project
trainings. The SC/SPAs noted that once the volunteers are paid for their attendance a project
trainingsthey have begun to express frudtrations over not receiving per diem for attending the
monthly HAC meetings. While there are logica reasons for paying volunteers to attend trainings
(i.e.,, rembursement for time diverted away from other income producing activities and/or to be
consstent with what other nearby PV Os are providing their trainees) and the distinction between
payment for trainings and meetings can be readily explained, the practice of paying trainees

often leads to unrealistic expectations. It dso tends to draw in training participants who are more
interested in the per diem than in volunteering to provide hedlth care services in their

community.

Recommendations:

14. Increase the capacity of the CS-17 g&ff in the design, implementation, monitoring and
evauation of training materials and programs through the provision of TA, support and resources
from the EFO that can be made available to the staff in Negelle.

15. The extent of the frustrations expressed about per diems needs to be assessed further and, if
necessary, senior project staff (i.e., the Health Sector Manager and/or the Impact Area Manager)
need to meet with the CHWsto discuss thisissue and come to consensus on solutionsif need be.

d. Sustainability Strategy

As gated in the DIP, CS-17 continues the CS-13 approaches to sustainability “by nurturing (1)
digtrict, (2) community, and (3) household-leve capacities to continue ddivery and use of
essential promotive, preventive, and case management services, for maternal and child hedlth,
with minima externd input.” To achieve this, the DIP sats out the following four Srategies for
sugtainability and uptake.

(@D} Sustained support for community health committee, workers and activities.

Progress. As planned, the success of this strategy rests to asignificant extent on the capacity of
the DHO. Due to the GOE poalicy of decentrdization, the ability of the DHO to support these
efforts can no longer be assumed in the near future or at least until the DHO's gaffing is
sgnificantly increased. The project’ s use of Master Trainers for the HB-L SS training does hold
promising potentia since the capacity to train new TBAs and orient BHTs and HACs rests
within the hedth facilities. In addition, the communities themselves can be a source of support
for these efforts through their Community Action Committees (CACs) established as part of the
DAP and the CS-17 HACs. They can hdlp to pool community resources for incentives for the
workers and to cover some of the costs of activities. Mohilizing the communities to undertake
this responghility islabor intensve, requiring Sgnificant time. However, asolid groundwork has
aready been laid by the project in its relaions with the communities and the hedth facilities.
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2 Sugtained delivery of key materna and child surviva services a the community leve.

Progress. Together the CS-13 and CS-17 projects have had solid success in recruiting, training
and supporting CHWs who are providing health education, hedlth promotion activities, perinatal
care, assigtance at deliveries usng HB-LSS, and referrals to health facilities. Services provided
through the hedlth facilities have dso been strengthened through the training of health workers

and thework of SC's SPAs. With the successful training of CMWs, these services will expand to
include case management of maaria, diarrheal disease and pneumonia

3 Sustained increase in the use of key hedth services and improved MCH practices

Progress. Increasing household knowledge of the project’ s health education messages has been a
major focus of the CHW training and support to date. Although change in household knowledge
has not been measured as part of this M TE, the progress on CHW training and support
demonstrated so far suggests that al the factors are in place for positive change. The CCM
gpproach should further strengthen not only household level knowledge, but practices as well.
Findly, the possibility of implementing a KPC survey usng LQAS was consdered for thisMTE
to assess household level progress on knowledge and practice indicators. It was considered too
early in the project to be able to gauge measurable changes from the basdine. With the pending
gart up of CCM and an additiona year of community leve activities completed, the project
should consider implementing an abbreviated KPC using LQAS to assess progress, identify areas
in need of improvement and make course corrections, in the summer of 2004.

4 Innovative CS-17 approaches sustained through uptake of these approaches by the MOH
or by other organizationsin other parts of Ethiopia

Progress. Save the Children, with the support of ACNM, isimplementing the first HB-LSS
training of traditiond birth attendants in Ethiopia. CARE/Ethiopia has requested the assi stance of
SC’sMCH Unit Heed to ass& it in designing and implementing the training as part of their CS
project.

As dated in the CS-17 DIP, “ SC does not believe that it is redistic to hope for ahedth sysemin
Liben cgpable in the near future of reaching most of the population with quaity essentid MCH
services without subgtantia externa inputs.” This was written prior to the trangition in leedership
of the DHO and DHMT, and is therefore even more accurate today. No further discussions have
been held on the Project’ s exit strategy subsequent to the changes in the DHO or the SC/Hedlth
Sector Manager position. A reassessment of what can continue beyond the conclusion of CS-17
needs to be done that answers the questions. What outside resources can be accessed; which
project activities can redigtically be continued; and what needs to be in place for this to happen?

Membersin each of the FGDs voiced commitment to continue their work and support of project
activities after the concluson of CS-17. However, there was dso general consensus that without
outside assistance in the form of on-going support, refresher training, and the recruitment of new
replacement CHWSs, this might not happen. Interest was expressed in developing income
generation projects and pooling community funds to support the continuation of project
activities, however, there was not a clear vison from the respondents on how this could be done.
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Recommendations:

16. The project needs to identify and access dl currently and potentialy available sources of
support for project activities to continue beyond CS-17.

18. The project should consder implementing an abbreviated KPC using LQAS in the summer
of 2004 to assess progress on household knowledge/practices and identify any areasin need of
improvement.

3. Program M anagement
a. Planning

CS-17 has directly benefited from the active participation of SC and partner staff throughout. In
February 2002, SC/Liben hosted a twelve-day DIP Planning Workshop attended by dl ten
members of its senior hedth staff, the Child Surviva Specidist from SC/Westport responsible

for backstopping this project, the DHO/Negelle Hospital Medical Director, the Head of the Zona
Hedlth Department, SC Hedth Advisor from the EFO in Addis Ababa and aHIV/AIDS
Consultant from SC. Representatives from the indtitutions officed in Liben have continued to
participate in the planning and implementation of subsequent program activities, including
committee meetings, project trainings, dte vigts, joint supervisor vists, and this M TE.

Unfortunatdly, there have been severd ddaysimplementing the activities listed in the DIP work
plan, largely as aresult of three factors: the repeated turnover in the Hedlth Sector Manager
position, GOE delaysin approving the project's CCM pilot, and the change in the membership of
the DHMT resulting from the GOE decentralization, as noted in the Technical and Cross-Cutting
Approaches sections above. While the first two issues appear to have been resolved, the changes
inthe DHMT will continue to have an impact on the project especialy with regard to achieving

its sustainability gods.

All the senior SC hedlth gaff, the Medica Director of Negelle Hospitd and the DHO have
copies of the Project Work Plan and Monitoring & Evauation from the project DIP. However,
there has not been an orientation of the new Health Sector Manager on these important project
documents, which is discussed in detall later.

Much of the Project’ sHIS is dill being set up and senior CS-17 staff have not been meeting

consigtently, so the use of project dataiis limited more to supervision and feedback rather than
program planning &t this stage.
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b. Saff Training

Save the Children has identified and provided training opportunities for the mgority of its senior
Liber/CS staff on program-related topics, so that each one has attended at |east one training
workshop or activity snce the beginning of CS-17.

Staff Attending Topic Duration/Y ear L ocation
Training

Health Sector Manager | Formative Research 6 days/2003 Awassa, Ethiopia

HIV/AIDS Unit Head Community 3 days/2003 Nazareth, Ethiopia
Mobilization
Participatory Rural 12 days/2003
Appraisal
Behavior Change and 12 days/2003
Communication

MNC Unit Head Program Design and 7 days/2003 Addis Ababa, Ethiopia
M&E
Participatory Rural 12 days/2002 Nazareth, Ethiopia
Appraisal
“Low Tech, High 3 days/2002 Vienna, Austria
Effect: Carefor Women
and Infantsin Disasters’

Training Coordinator Experience Sharing 6 days/2003 SiayaDistrict, Kenya
Visit to CARE/Kenya
CS Project

M&E Manager Participatory M& E 5 days/2003 Addis Ababa, Ethiopia
M&E Tools 7 days/2002 Johannesburg, South

Africa

The senior CS/Liben staff voiced aneed for further training and capacity building on the
development of training materiaS/curricula, the development of IEC materids, and saff
supervision. In addition the new Health Sector Manager expressed a need for training and
support in NGO and financid management. The Six Senior Program Assgtants (SPAS) dso
expressed strong interest in recaiving further training and participating in learning experiences
that would help them in their current work with the project and their future careers. Suggested
topics of interest included morein depth training on IMCI, LSS and TOT methodologies. In
addition, they noted that because each SPA worksin a completely different location, they have
never had the opportunity to visit each others' project siteswithin the Digtrict. Thiswould be an
excellent opportunity for each SPA to view the work of the othersfirst hand while working on
the job — sharing experiences, lessons learned and best practices. The requests for further
training are timely and reasonable congdering what needs to happen over the remaining three
years.

It is evident thet the training received to date has related directly to the needs of the project. And
while gaff returning from trainings usudly report back to their peers either in writing and/or
verbaly about their experience, the project has no forma mechanism for monitoring trainee
performance in the newly acquired skill aress other than through the regular, annua performance
review.
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Recommendation:

18. Implement atraining needs assessment and plan for the gaff with the god of improving their
work with the CS-17 project and dso enhancing their employability upon its completion. This
plan should include the SPAs as well asthe senior hedlth aff.

C. Supervision of Program Staff

Because of repeated changes in the person holding the Health Sector Manager position, the
senior Child Surviva gaff have not been meeting regularly, but rather on an as-needed basisto
address specific issue or problems asthey arise. It is criticd at this stage of the project, especidly
with its new leadership and its reliance on integrated strategies that the senior staff meet on a
regular basis. Interviews with the senior saff found afairly broad range in how frequently these
meetings should occur, ranging from weekly to quarterly. While some raised concerns that these
mestings would distract from other activities or would not be well attended due to other
commitments, they need to be a priority. It isimportant that regular meetings with the SPAs and
their supervisor, the Training Coordinator also be restarted.

Each of the CS hedlth staff, including the Hedlth Sector Manager, the Coordinators, the Unit
Heads and the SPAs, submit monthly, quarterly and annua reports to their supervisors that cover
work done to date as compared with plans and plans for the following time period. A review of
the reports found that they continue to be done on atimely basis and are used during
performance reviews and staff meetings. In addition, each of Save the Children’s CS-17 program
gaff have had a performance review within the past twelve months, however, there appearsto be
some confusion among senior staff on whether these reviews are supposed to be done annualy

or every Sx months.

Even though the new Hedlth Sector Manager has only been in his position for less than two
months & the time of the MTE and is new to SC, he has had some past experience with this
Project, having participated on the CS-13 Find Evauation Team and his association with many
SC employees. So far he has demonstrated a sound understanding of the project and devel oped
good working relaionships with the CS-17 Project staff and the partners. Because his previous
professond experience was dmogt entirely within the MOH, he has commented that he would
benefit from further training and support in NGO and financid management. His orientation
included review of the primary project documents and a one-day of meeting with the EFO gtaff.
At the time of the MTE he had not been out to the field yet. It isimportant that he make formal
vigtsto the project communities as soon as possible, which will help to demondrate to the
project volunteers, the SATs and the community members that the project is there to serve them.
It can aso help to tie the SPAs more closely in with the project and demongtrate management’s
support for their work.

In observing and talking with the CS staff it was readily apparent that thisis ahard working

team, frequently dedicating weekends and evenings to the project. Two related issues regarding
workload need to be raised. Responsibility for both the Maternal Newborn Care and Community
Case Management, which covers CDD, ARI and mdariarests entirely on the shoulders of the
MCH Unit Head. Together these interventions are weighted at 55% of the total planned
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intervention-specific effort. Sr. Degefech H. Y esus who has held this position for four years, did
not raise thisissue. However, it is clear that once CCM is granted permission to start by the GOE
that its implementation will require her full atention, taking away from the work that remainsto

be accomplished on LSS and BH-L SS.

The other area of concern rdates to the SPAs. There are currently six SPAsworking out of Six of
the Didrict’s nine hedlth facilities, so, one third of the hedlth facilities and the populations they
serve are not receiving direct project services. Three additional SPAs were supposed to be hired
by July 2002, however, this has not happened yet due to the difficultiesin finding qudified
candidates from those locations and the trangition in the Health Sector Manager position. With
only three years remaining of the project and the prospects for initiating CCM gtrong it is
important that these positions are filled as soon as possible so services can reach the entire
project area.

Recommendations:

19. Regular gaff meetings, involving the Hedlth Sector Manager, the Unit Heads and the M& E
and Training Coordinators, need to be restarted as soon as possible. It is suggested that initialy
they occur on aweekly basis at the same time and place. They can then be scaled back as seems
prudent.

20. The workload for the MCH Unit Head needs to be reviewed prior to the startup of the CCM
intervention and adjustments made as needed, whether in the form of additional staff or
adjustment in respongibilities with other gtaff.

21. Thethree remaining SPAs need to be hired, oriented and placed in the field as soon as
possible.

d. Human Resources and Staff Management

The Hedlth Sector Manager is responsible for both this Child Survivd Project and the Food for
Peace-funded Title 11 Development Assstance Program in Liben. Specific to Child Survivd, the
Hedlth Sector Manager supervises the Training Coordinator and three Unit Heads who are
responsible for Immunizations, HIV/AIDS and MCH. The Training Coordinator oversees Six
SPAs each of whom works directly with one hedlth facility to form an SAT. Technical support
and oversght is provided by the Hedth Adviser who is officed at the EFO in Addis Ababaand a
Child Surviva Specidist who is officed at SC's headquarters in Westport, Connecticut. In
addition, the M& E Manager in Liben is directly involved in the hedth program through the
development and management of the HIS.

Job descriptions for these positions are available in the SC/Liben offices and with SC'sHQ in
Westport. It is not clear whether the DHO has copies of these documents. A single copy of the
organizationa personnel policies and procedures is available for review by SC g&ff in the Hedlth
Sector Manager’ s office.
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The morae and cohesion of the staff gppears to be positive and strong, especidly among peers
within each leve of the organizationd. The few frudtrations that were voiced seem to appear
when one ‘tier’ hasto interface with another, for instance the program staff in Negell€' s request
for additiona support from the EFO in Addis or the SPAs seeking more training opportunities
from their supervisors officed in Negelle. Theseissues do not appear to be having a negetive
impact on the project overdl and fal well within the range of normd relationships within an
organization.

Turnoversin staffing have only occurred with the Health Sector Manager position, which has
changed at least once since the beginning of CS-17 and more frequently during CS-13. Asthe
most important single position within the project, the trangtion from one Manager to another can
mean alost year to aproject, requiring at least that long for the new person to be acclimated and
become functiond in decision making, supervison and delegating, These trangtions have

resulted in delaysin implementing program activities, ddaysin making important decisons
(especidly those highlighted in the Response to Find Evauation Recommendetions),

frudtrations for the gaff, and the diverting of staff time and energy away from project activities

to orienting and training in replacements. Unfortunately, exit interviews were not done when
these trangitions occurred so va uable opportunities to make changes, which could further
support staff retention were not taken. Although severa important changes were madein the
hiring of the current Hedlth Sector Manager, such as an increased sdary based on characterizing
Negelle as a hardship post and alowing greater autonomy in decison making. Retention of the
other CS gt&ff has been very positive, with al having started with the organization well before
the start of CS-17. The SPAs have been with the project between 2 2 and 4 Y2 years. Each of the
Negdle-based staff have been with the project for at least two years.

The project currently has no plansto asss its employees to find other employment opportunities
after the conclusion of CS-17, especialy since the project gill has over three years remaining.
The experience they have had working with an internationa NGO such as Save the Children
enhances thair future employment potentia greetly. It is assumed that most will move on to
other projects within Save the Children/Ethiopia, return to jobs within the MOH or seek
employment with other internationa NGOs.

e. Financial Management

The SC/Liben Impact Area Manager, SC/Liben Adminisiration Manager and the Health Sector
Manager together have primary responsbility for developing and monitoring the CS-17 budget
at the didrict level. In addition, the SC/Unit Heads and the SC/Training Coordinator provide
input into the budget development process and some receive financia reports that cover the
entire CS-17 project without providing detail on each intervention or unit. The partners have
been involved in the preparation and monitoring of project budgets in the past, however, not
snce the change in the DHO structure.

f. Logistics

Liben Digtrict’s population is diffusely soread out across awide area. This along with the lack of
paved roads, consstent dectricity and communication systems throughout most of the Digtrict
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makes a community-based hedth promotion program alogistica chdlenge. The lack of
trangportation is the primary problem for the project. The Didrict Hedlth Officeis often unable
to receive supplies, medicines and vaccines because of the lack of a vehicle, so the project has
had to drive them from Addis Ababa or the Regiond Health Bureau to the Didtrict, which will be
difficult for the government to sugtain in the future. Only two of the Sx (and soon to be nine)
SPAs have amotorcycle, which greetly restricts their access to the community, acritica factor
especidly with the proposed start of the CCM activities and the establishment and support of the
Revolving Drug Fund pharmacies

Recommendation:

22. With the delays experienced to date and the amount of work that needs to be accomplished in
the mogt rurd, underdeveloped PAsin Liben Didtrict by the end of CS-17, SC needs to provide
one motorcycle for each SPA.

g. Information Management
A sngleindicator was included in the CS-17 DIP related directly to the HIS:

Indicator 7: Percent of HACs which in the last 6 months have reviewed BHT, TBA, or CMW
reports, and have sent reports to hedth facility.

Progress: Thisindicator could not be assessed due to the inconsistency in reporting from the
CHWSs up through the HI'S as described below.

A hedlth information sysem (HIS) was designed in the CS-17 DIP that encompasses data
collection at the community leve, reporting up through the system to the Digtrict Hedlth
Management Team where it isto inform management decisions, and the provision of feedback at
evey levd. At this stage the HIS is il in devel opment with severd issues remaining to be
worked out before it isafully functioning system.

The CHWSs (including the BHTS, TBAaand in the future, the CMWSs) record their activities and
vital datisticsthey collect on forms designed by the project. The HACs are charged with
collecting and reviewing these forms every month and providing feedback to the CHWSs. Then
the HACs submit the completed forms and atdly to the SATsworking a the hedth facilities,
who use the data to complete their monthly reports for submission to the Liben HIS Team and
provide feedback to the HACs. Discussions with HAC members and project staff found severa
issues that need to be addressed regarding data collection at the community level. The reporting
forms used by the BHTs and TBAs were developed in CS-13 and adapted for usein CS-17,
abeit inconsgtently. Because of the low literacy rates within the CHWS, these forms have
incorporated drawings in place of terminology, which has resulted in excessvely long forms (six
pages for the TBA forms). Staff report that they are cosily to reproduce and tend to be difficult
for the CHWs o read, understand and complete, especially the older oneswho do not have as
much experience with record keeping and reporting.
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During dte vigtsto hedth fadilities to review the reporting forms, the MTE Team found that
many of the CHWs were not completing the reporting forms themselves, but coming to the HAC
mesetings and reporting their data from memory while the head of the HAC would complete a
single form for the entire HAC. While using recdl is adequate for purposes of providing direct
feedback to the CHWs at the HAC levd, it is probably not sufficient for accurately monitoring
community level project activities and vita events.

The project needs to reassess its information needs garting a the community level, focusng
initidly on the information the CHWs will use to improve their work. The decison on which
information to be collected should be based on how it will be used by the project. If this cannot
be determined for a particular piece of data, then that piece might not need to be collected. This
discusson needs to involve representatives from the CHWs to ensure they support the process
and recognize the benefits. Otherwise, the qudity of the data collected and its usefulness will
auffer. This process has dready begun during the fidd visit made by Stanley Foster in August
2003. (Please see Annex H.)

SC devel oped a computerized software program for use by the DHMT, when it was being led by
the Hospitdl staff. Five members of the Hospital staff were trained on the software and have been
using it, however, for the hospital population and not the entire digtrict as was origindly planned.
With the subsequent changes that have occurred in the DHO and the DHMT, the capacity of the
DHO to effectively use acomputerized system needs to be reassessed, especiadly since the M& E
Coordinator has noted the difficulty in usng the software.

Recommendations:

23. The project needs to reassessits information needs sarting at the community level, focusing
initidly on the information the CHWs will use to improve their work and involving them in the
process.

24. The capacity of the DHO to effectively use a computerized HIS needs to be reevaluated and
any necessary adjustmentsto the plan/strategy be made.

h. Technical and Administrative Support

The project has received technica and administrative support from both outsde and within Save
the Children. Lynn Sybrey of the American College of Nurse Midwives (ACNM) has made three
trips (the most recent in early 2003) to Negelle since CS-13 to adapt ACNM’straining
curriculum on HB-LSSfor this project. ACNM'’ s support has been very useful and greatly
appreciated by the Project, especially by the MCH Unit Head and the TBA trainees. The project
has a so received technical support from CARE's CS project in Siaya Didtrict, Kenya, which
hosted project and partner Saff during an experience sharing vist to learn about their work on
community management of childhood illness.

The Liben/CS project receives technica support from both SC's headquarters in Westport,

Connecticut and from the EFO in Addis Ababa. Eric Starbuck is responsible for backstopping
this project from SC/HQ. He has made site vidts at key points during the life of the project,
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induding the CS-13 Find Evauation, preparation of the CS-17 proposa and the CS-17 DIP
Workshop. He responds to technical questions from the field, forwards relevant materials, and
helped orchestrate the Experience Sharing visit to the CARE/Kenya CS project. David Oot and
Mary Beth Powers, both from SC’s Office of Hedth in Westport, led atraining on program
design and evauation, and asssted in the development of SC's country-wide hedlth plan, which
included CS-17. The training was attended by the EFO Hedlth Advisor and the SC/Liben MCH
Unit Head. SC Staff from both the EFO and Liben were consgtent in their praise of the
backstopping received from the SC/HQ in terms of its quality, appropriateness and timeliness.

The mgority of the backstopping support for this project fals on the EFO, specificdly Dr.
Tedbabe Degefie, Hedth Advisor. Dr. Tedbabe has hdd this responghility snce the DIP
Workshop in early 2002 and has been to the project site four times for general backstopping
vigits averaging one week each and three weeks for the DIP preparation. She a'so meets with the
Liben CS gaff when they come to Addis Ababa, communicates with the Health Sector Manager
by phone and fax, and reviews the monthly, quarterly and annua reports from the project. In late
June 2003, Dr. Tedbabe was reassigned to work on the emergency Stuation that has arisen in
Ethiopiaand it is not clear who will be undertaking her CS- 17 backstopping responsibilities.
Thisisamgor concern to the Liben CS g&ff asthey adjust to a new Hedth Sector Manager and
will sooninitiate the CCM component.

The CS g&ff in Liben have expressed frugtration in the amount of support they have received
from the EFO over the life of CS-13 and CS-17, even though they fully recognize thet the EFO
backstopping staff have to balance their work on CS-17 with severa other important
commitments and responsibilities. The response to one of the CS-13 Find Evaduation
recommendations stated that “the EFO is currently in the process of subgtantialy increasing its
capacity to provide technical and administrative support to CS-17, with four senior Addis Ababa-
based dtaff, including a BCC Specidigt, each devoting from 10% to 25% effort to CS-17
support.” Interviews with dl the senior project staff in Liben questioned whether thiswas in fact
the case, asit had been severa months since anyone from the backstopping staff at the EFO had
come to the field, the Health Sector Manager had only received the SOW and donor guidelines
for the MTE three days before the field work was scheduled to begin, and no one from the EFO
had participated in the MTE due to the need for the EFO staff to respond to the emergency
famine that was occurring in Ethiopia a the same time. Further, the Liben/CS gaff were
conggtent in noting the need for more support from the EFO, especidly in the upcoming
development of training plars, curriculaand IEC/BCC materids and Strategies, the design and
implementation of the CCM component; and the orientation of the new Health Sector Manager.

Recommendation:
25. The EFO needs to commit to making regular Site visits at least once every quarter and more
frequently during key pointsin the life of the project, such as during the desgn of program

activities, the testing of training curricula, the startup of new project initiatives and al mgor
evauations and assessments.
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4. Other Issues ldentified by the Team

This Midterm Evauation for CS-17 was scheduled and implemented a year earlier than usud so
there would be 39 rather than 27 months to make any necessary adjustments. Therefore, the
MTE Team reviewed those indicators in the Revised Monitoring and Evauation Matrix to assess
progress to date. Not al indicators could be assessed due to the methods required (i.e., KPC
survey) or the fact that specific activities had not been initiated at the time of the MTE (i.e,, Sart
of Community Case Management). While each of the objectives remainsimminently achievable,
ggnificant chalenges remain — including those that can be impacted by the project and those that
cannot. (Please see Annex F, CS-17 Progress a the MTE Per the Revised M& E Matrix Table))

5. Conclusions and Recommendations

NOTE: The conclusions and recommendations have been incorporated into the Action Plan
Table, which can be found in Annex G.

CS-17, Ethiopia Mid-Term Evaluation, Save the Children, October 2003



Results Highlight
Mobilizing Traditional Health Practitioners for Behavior Change
The Experience of Save the Children’s CS-17 Project in Ethiopia
September 2003

Liben is one of Ethiopia' s most diffusely populated, underserved digtricts, with an estimated
population of 180,000, spread out across 9,900 square kilometers, and served by only nine
understaffed, under-equipped hedth facilities. With limited access to Ministry of Health services
it is understandable why traditiona trestments provided by untrained practitioners have
continued to be a popular recourse, even though many of these practices can be harmful, or a a
minimum, can delay effective medical trestment. These practices include femae circumcision,
tooth extraction to treat diarrheaiin smal children, scarring, burning, uvulectomies to treat sore
throats in children, provison of donkey milk to treat maaria symptoms, and the widespread use
of treditional herbal medicines for amyriad of allments.

In response to this chalenge, Save the Children’s child surviva project in Liben Didtrict,
recruited, trained, and supported 147 Bridge to Hedth Teams (BHTYS) that directly involve 440
volunteer community heglth workersin hedth activities within their communities. Unlike some
other more traditiona volunteer health worker programs, this project has focused its recruitment
on traditiona hedlers, chosen and dlected by the people they serve. Each BHT ismade up of a
wise woman (Chireti) who is frequently atraditiond birth attendant (TBA) or midwife, awise
man (Chiresd), and ayounger ‘intern’ who is being groomed into aleadership role.

As highly regarded traditiond leaders, these BHT members have the credibility necessary to
begin the process of changing long engrained unsafe behaviors and practices. Each BHT is
respongble for mobilizing its community — communicating the project’ s health messages,

meaking and following up on referrds to hedth fadilities, notifying the community about heglth
outreach activities (e.g., antenatal, immunization, and reproductive hedth outreach dlinics),
organizing community hedth activities, completing monthly reports on activities and vita

events, and digributing family planning supplies when they are available. Every month the

BHTs meet with their Hedth Action Committee (HAC) where they submit written reports,
receive supervisory feedback, and plan future ectivities. The HACs are primarily responsible for
supervisng and supporting dl the BHTs and TBASsn their area through these monthly meetings,
and collecting, reviewing, and reporting on the monthly report forms completed by the BHTs and
TBAs.

The establishment of BHTs has proven to be avery popular strategy in the eyes of the
communities and the didrict’s government hedth saff, as congstently voiced in focus group
discussions throughout the CS-17 midterm evaluation. Mothers and hedth saff were well aware
of who their BHT members were and voiced their support for the continued recruitment and
training of replacements as the older members begin to retire. Hedlth staff also noted that the
relationship between the hedlth facilities and the communities has improved overal as aresult of
the BHTs and their work in the communities. Finaly, mothers and hedlth saff both adamantly
dated their commitment to supporting the continuation of their BHTs after the concluson of CS
17 funding.

C. Action Plan
Please see Annex G for the Action Plan.
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ANNEX A
MIDTERM EVALUATION

BASELINE INFORMATION FROM THE DIP

1. From the Executive Summary (From pages 9 and 12 of the DIP)
Edimated Program Effort and USAID funding by intervention:

= Materna and newborn care (at 20% of planned intervention specific effort);

=  Pneumonia case management (15%);

= Control of maaria (10%); and

= Control of diarrhed disease (10%), al previoudy implemented through CS-13;
* Immunization (15%), funded until recently through the DAP,; and introduce an
= HIV/AIDS intervention (30%).

Program Site Population: Children and Women:

Type Number |
Infants (0- 11 months): 6,100
0-59 month old children: 25,800
Women 15-49: 31,700
Estimated Number of Births: 6,400

2. Program Goals and Objectives

NOTE: The M&E table that gppeared in the DIP was revised in the First Annua Report as
requested in the DIP review comments. The revised verson is presented here.
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CS-17 Revised M& E Matrix According to the DIP Review
CS-17 Capacity Building Results, Indicators/Sources, Measurement Methods,
Data Collectors, Basdline Vaues, and End of Project Targets by Intervention

Result/IR | # Indicator 'm¢'cator source Method | Who | Basd. | Taget | Interv.
R-1: 1| District Health Management Minutes | DHMT By
Improved Team has met 3 or moretimes | MTE and No MTE All
Liben in last year and has used datato | and FE Eva. and FE
District plan activities.® teams
capacity to 2 | Digtrict HIV/AIDS Council Find Fina
effectively meets regularly, plans, and evauatio | evd. No Yes HIV
support monitors HIV/AIDS activities n team
community in Liben.
hedlth 3a| % of PAsfromwhichthreeor | Hedlth SPAs
services and more HAC members have facility and NA 80% All
activities. participated in three or more records HAs
meetings with MOH staff over
the previous year.”
R-2: 3b | % of PAsfrom whichthreeor | Hedlth SPAs
Improved more HAC members have facility and NA 80% All
community participated in three or more records | HAs
capacity in meetings with MOH staff over
Liben to the previous year.”
effectively 4| % of CMWstrained in CMW Eval.
address pneumonia case management survey teams | NA 80% ARI
priority with no stock-out of
health needs cotrimoxazole in the previous
of mothers month.
and children 5| % of CMWstrained in maaria | Hedlth SPAs
under 5. or pneumonia case management | facility and NA 80% ARI
through CS-17 from whom records HAs Mad.
reports were received in past
quarter.
6| % of BHTswhichinthelast6 | BHT BHTs
months have conducted 1 or formsat | and NA 80% All
more community education hedlth HACs
activity for each CS-17 facilities
intervention and turned in 4 or
more monthly reports to
HACs.®
7| % of HACswhichinthelast 6 | BHT HACs
months have reviewed BHT, forms at NA 80% All
TBA, or CMW reports, and hedlth
have sent reports to health facilities
facility.®
IR-5: 8| EFO Behavior Change MTE Eva. Oct.
Increased Specialist hired and retained. and FE teams | No 2002 All
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Increased 9| BC drategy for al CS-17 MTE Eval. March
SC Addis interventions designed and and FE teams | No 2003 All
and Liben implementation started.
capacity in 10| HIV prevention efforts MTE Evd.
behavior effectively integrated into and FE teams | No Yes HIV
change and ongoing community and
integrated government activities through
HIV CS-17.
programng. 11 | Number of HIV-related training | CS-17 Eva.
courses, workshops, and records |teams | O 5 HIV
experience sharing visitsin
which SC/Liben staff have
participated during CS-17.
Indicator sources: 1. CS-13; 2: Current DAP; 3: KPC 2000+ CATCH / KPC 2000+; ()
indicator modified.
CS-17 Reaults and Indicators Related to Use of Hedth Services and Hedlth Practices
Measurement Methods, Data Collectors, Baseline Vaues, and End of Project Targets
Result/IR | # Indicator '"9'eator souree [ \jethod Who Bad. | Target | Interv.
R-3: 12 | Total rate of treatment for
Increased pneumoniain <5sby CMWs | CMW CMWs NA 02' | ARl
use of key in al PAswith CMWs Records
health trained in PCM (number of
servicesand treatments per <5 per year).
improved 13 | % of respondents reporting FHI FHI
MCH condom use last time they survey surveyors 4% 30% | HIV
practices at had sex with non-regular
household partner.”
leve in 14 | % of respondents reporting FHI FHI Data
Liben condom use every timethey | survey surveyors | from 20% | HIV
District. had sex with any non- FHI
regular partner over past 12 soon
months.”

! The actual incidence of WHO agorithm positive pneumoniais very difficult to measure accurately,

and islikely to vary between sites. The Global Burden of Disease and Injury Series (Murray CJL,

Lopez AD. Volumell, Globa Hedth Statistics, Harvard University Press, 1996, Table 105)
estimates an average incidence of "lower respiratory infection” of 0.45 episodes per infant/child under
five per year in developing countries. The actual incidence of agorithm positive pneumoniain

children in Ethiopiais unknown. However, SC believes that an effective community-based case

management program in rura Liben Didtrict, avery high mortality setting, should achieve rates of

treatment of at least 0.2.
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(#33: New
objective
added in
First
Annual
Report, Sep.
2002, in
response to
DIP
review.)

15 | % of births attended by KPC
trained TBA or hedlth KPC surveyors | 36% 50% | MNC
professiond .

16 | % of al mothers of children
<2 receiving TT2+ before KPC KPC 21% 50% | EPI
last child's birth (card).>® surveyors

17 | % of pregnant women DHO HF/DHO 26% 55% | EPI
receiving TT2+. staff

18 | % of dl 12-23 month olds
who received meades KPC KPC 32% 60% | EPI
immunization (by card surveyors
only).?®

19 | % of infants who recelved HF/DHO
mead es immunization. DHO staff 43% 70% | EPI

20 | 25% of al 12-23 month olds KPC
fully immunized (by KPC surveyors | 19% 40% | EPI
card).>®

21 | 25% of infantsfully DHO HF/DHO 34% 60% | EPI
immunized.

22 | % of children <2 with
diarrheain the past 2 weeks | KPC KPC 8% 50% | CDD
receiving more fluids than surveyors
usual and same or more food
than usual during illness.®

33 | % of motherswith children
<24 months who report KPC KPC NA 25% | CDD
washing own hands with surveyors
soap or ash before food

prep., before feeding
children, after defecation,
and after attending child
who defecated. ®

Indicator sources. 1: CS-13; 2: Current DAP; 3: KPC 2000+ CATCH / KPC 2000+; ()

indicator modified.

2 “Number of male/female respondents who used a condom the last time they had sex with a non-
regular (i.e. non-spousal, non-cohabiting and non-commercial) partner, over number of male/female
respondents who have had sex with at least one non-regular partner in the past 12 months.”

* Number of male/female respondents who used a condom every time they had sex with any non-
regular (i.e. on-spousal, non-cohabiting and non-commercial) partner over the past 12 months, over
number of male/female respondents who have had sex with at least one non-spousal, non-cohabiting
and non-commercia partner in the past 12 months.”
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CS-17 Reaults and Indicators Related to Uptake, Availability, Qudity, and Knowledge
Measurement Methods, Data Collectors, Basdine Vaues, and End of Project Targets by

Intervention
Result/IR | # | Indicator "¢ source | Method | Who | Basd. | Target | Interv.
R-4: Uptake/ 2 | MOH or other PVO/NGO | Reports | SC
Sustainability: | 3 | inother didtrict of Ethiopia | of MOH | EFO | No Yes All
Adoption of has written plans for or other | staff
CSs17 implementation of CS-17 orgs.
approach by approach to C-IMCI,
MOH or by MNI/LSS, or BHTs.
other
organization.
IR-4: 2 | Feashility and results of Cs17
Dissemination | 4 | implementing CB- reports Find NA Yes ARI
of feasibility ARI/Mal. case andfind | eval. MNC
and results of management, MN/LSS, evd. team
implementing and/or BHTSs, through CS-
innovative CS- 17, presented at
17 approaches. conference(s), in
publication, through media,
and/or Stevisit.
IR-1: 2 | % of rura PAswhich have
Increased 5| an MOH facility or CS17 CS17 | 19% 100% | ARI
availability of CMW(s) trained through Records | staff Md.
select MCH CS-17in ARl or mdaria
servicesin case management.
Liben.
2 | % of rural PAswith TBAsS CSs17
6 | trained in HB-LSS." - staff | 36% | 100% | MNC
IR-2: 2 | % of children under five CMW SPAs
Documented 7 | assessed for pneumoniafor | reportto | HAsS NA 80% ARI
quality of which CMW reported superv.
select completing al PCM steps
community correctly.
MCH services
inLiben
District.
2 | % of mothers/newborns HB-LSS
8 | with complications for tracking | SPAs | NA 50% MNC
which TBASs reported form HAs
completing dl HB-LSS
steps correctly.
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IR-3: 2| % of mothers reporting
Increased 9| either fast breathing or KPC KPC | 21% 65% ARI
maternal difficult breathing asasign surve
knowledge in of child illness needing yors
Liben District treatment.
of selected
MCH issues.
30 | % of mothers who report
knowledge of at least 2 KPC KPC | NA 50% MNC
maternal danger signs® survey
during the postpartum ors
period, @
31 | % of respondents who
identify consistent condom | FHI FHI 10% 50% HIV
use, mutually monogamy, survey survey
and abstaining from sex, as ors
methods of reducing risk of
HIV.®
32 | % of respondents who FHI FHI Data | 25%
identify 2 or more survey survey | from incr. HIV
sgns/symptoms of STIs. ors FHI
soon

Indicator sources. 1: CS-13; 2: Current DAP, 3: KPC 2000+ CATCH / KPC 2000+; ()
indicator modified.

3. Program Location (From pages 17-23 of the DIP)
Liben Didtrict, Borana Zone

The CS-17 site covers dl of Liben Didtrict, the largest of the twelve didtricts of Borana Zone
of Region 4, in southern Ethiopia. (Not to be confused with Liben Zone of Somali Region,
just to the east. Please see mapsin Annex 7.) Thedigtrict center (and location of the DHO
and SC's office) is gpproximately ten to twelve hours driving time from Addis Ababa
Borana Zone has an estimated current population of 1.7 million people,* residing in an area
of 91,200 square kilometers. Liben Digtrict covers 9,900 sg. kilometers. Semi-arid dimatic

* At least 2 of the following 3 signs: fever, excessive bleeding, smelly vaginal discharge (KPC 2000°
postpartum care module).

® “Number of male/female respondents able to identify consistent condom use, mutually monogamy
between HIV negative partners, and abstaining from sex as methods of reducing the risk of
contracting HIV, in response to prompted questions over total number of male/femal e respondents
surveyed.”
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conditions are harsh with low, unreliable, and unevenly digtributed rainfdl (500-700 mm per
year), and very limited amounts of surface water. The long rainy season occurs between
March and May, with a short rainy season occurring between September and November.
Early warning system data collected by SC and its partners indicate that approximately 65%
of the population in Borana Zone can be categorized as poor or degtitute, and lack the
resources to meet their annua food requirements.

The DHO egtimate for the total population of Liben Digtrict in 2002 is 138,310. The DHO
a0 edimates that infants comprise 4.43% of the total population of the digtrict, children

under five 18.68%, women between the ages of 15 and 49 years 22.9%, pregnant women 5%,
and that the crude birth rate is 46.4 annud live births per 1,000 total population. Thiswould
mean that there are gpproximately 6,000 (6,127) infants, 26,000 (25,836) children under five,
32,000 (31,673) women of childbearing age, and 6,400 (6,418) annud live birthsin Liben
Didrict. The DHO's estimate of the totd population is very consstent with SC’'s Liben
population spreadsheet estimate for 2002 (of 137,939, based on the 1994 census, "dejure’
population projections, and 4.11% urban and 2.23% rural annual growth, as used in 1994
census projections).t Thereis considerable controversy among organizationsworking in

Liben District about which population estimates are most likely to be the most accurate. For
CS-17, 1SC plans to use the same estimates as those of the DHO, SC's principle partner in the
project.

There are two towns in Liben Digrict. Negelle, with a population of 33,120, isthe
adminigrative center of both Liben Digtrict and Borana Zone. The smdler town of Harakelo
has a population of 1,448. Thetotal rura population of the didtrict is 103,370 (75% of the
digtrict). Therura population is divided into 38 Pastoralist Associations (PAS, or kebelesin
Amharic), that form the adminidrative divisons of the didtrict.

The people of Liben Didrict are mainly Afaan Oromo spesking ethnic Borana, Ard, and
Guji, with smal pockets of Somali-speaking people, some of them returnees. The mgority
of Boranaand Ard communities are settled traditiondly in extended family encampments
cdled ollas, conggting of 20-50 families. Guji communities tend to be more dispersed; while
Somdi communities vary from smal semi-nomadic encampments to densely populated peri-
urban pockets of returnee families.

Each olla sdlects an abba olla (“father of the encampment”) from among the male heads of
household asitsleader. Ollas are organized into traditiond units called dheda, groups of
ollas that share grazing areas, and severad dhedas comprise a madda, literaly “people who
share the same water point.” Maddas correspond, roughly, to the 38 PAs or kebeles
mentioned above, and are the connection between the adminigrative units designated by the
GOE, the Pagtordist Associations, and traditiond pastoralist family and community units

The inhabitants of Liben Didrict and the rest of the Borana Plateau rdy primarily on a
pastoralist economy, though people are increasingly, where possible, cultivating smal plots
of maize, wheat and beans. Liben pastordists and agro-pastoraists are essentidly cattle
keepers with goats and sheep and afew camels. The staple food of the pastoralist society is
milk (mostly cow, but aso camd and goat). During the rainy season, diets can consst of up
to approximately 80% milk and butter, and 20% grains, vegetables, and mest, with milk
consumption increasing with milk production. Milk production is dependent on livestock
health, which in turn depends on weter, pasture, and availability of veterinary services.
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When milk production decreases, more livestock are sold to purchase grain, and the
proportion of ceredsin the diet increases.

Pastoradism should not be confused with nomadism. Ollas, or encampments, are occupied by
at leadt part of the family year-around, except in times of great food or water shortage. Many
families have maintained the same encampments as a base for generations. The family and
herd are divided into mobile and stationary parts. The mobile part, or forra, is composed of
young men and older boys who travel long distances with the strong made cattle in search of
pasture and water. When water and pasture availability permits, they return to the olla. The
detionary part of the family, or warra, conssts of women and children who take care of the
milking cows, weak or sick cows and calves at the olla. Thewarra may move short
distances for forage and water but return to the olla each night. The community eders, who
are palitica leaders and managers of resources, so remain close to the olla.

The Boran and Guji ethnic groups are organized into generation sets, which succeed every
eght yearsin assuming politica power. This sysem influences dl their socid, culturd, and
economic inditutions. It is aso through Gada law making assemblies that attempts are made
to maintain an ecologicaly baanced reationship with the environment. A law-making
assembly — the Gumi Gayo — is held every eight years, the last being in 1996.

The traditiond systems of the Borana are changing rapidly. Today 51% of households can

be considered poor; these households control about 10% of the cattle herd. Around 18% may
be considered wedlthy and control about 65% of the cattle herd. The human population is
increasing at anet rate of 2.5% per year, with a 50% increase in population possible within

14 years. Limited land availability is restricting cattle numbers, and large numbers of catle
die during droughts.

Liben is prone to both natural and manmade emergencies. Cydlica drought and armed
conflict in localized pockets pose regular thresats to the pastordist and agro-pastoraist
populations. Increasing human and livestock populations and the fragile ecology of the area
makes the target population that much more vulnerable to environmenta shocks as coping
mechanisms become ineffective againg both naturd and man-made cdamities. Water
scarcity for both human and anima consumption is one of the greatest problems facing
pastoralist and agro- pastordist communities. Throughout Liben, nearly dl rurd households
use unprotected water sources for human consumption, generdly sharing open ponds,
shalow wells, and river water sources with their animals. The problem is exacerbated in the
dry season when many water sources dry up and people have to travel long distances to
obtain weter.

It is estimated by GTZ* that some 40% of cattle were lost during the last drought (1998-
2001) in BoranaZone. Thisamountsto aloss of some 600,000 to 700,000 cattle, the market
vaue of which isin the order of 840 million Birr (US$ 100 million). During the same period
43,000 metric tones of ‘free’ food worth US$ 10.75 million was imported into the area. The
net effect of these livestock lossesis rapid and serious loss of food security and livelihood
assets at times when they are most needed, and a perceived dependence on externa support.

Mothers surveyed for the 2001 KPC stated their religion as Mudim (59%), waageefattaa or
traditiond followers of one God (13%), or Christian (25%). Christians are comprised of
Orthodox, Roman Cathalics, and Protestants. Aside from religion, rurd cultura traditions,
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S0Ci0-economic arrangements, and customary laws reinforce patrilinedity and the
subordinate position of women.

Marriage is universd; and polygyny widdy practiced, with men taking up to four (and
sometimes more) wives. Age of marriage for girlsis usudly at 15 to 17 years, but can be as
young as 12 to 14 in some communitiesin the digtrict. Age of first marriage for boysis
about 1810 20. The average household sizein Liben Didtrict is 6.8, as determined by the
DAP basdine survey.

A mgority (62%) of mothers surveyed in the KPC conducted in August 2001 reported
working avay from home.* Childcare options included: taking the child with her (42%) or
leaving the child in the care of older children (24%), relaives (15%), neighbors (8%), or with
ahusband or partner (9%).

Hedth Status and Hedth Servicesin Liben Didrict

The mog vdid information on the nutrition status of children in Liben Didrict isfrom SC's
assessments of approximately 500 6-59 month-old children a 18 sentindl Stes during the
month of August in each of three recent years: 1997, 1999, and 2000. In Liben Didtrict,
August follows the lean period of comparative food scarcity.* This data from Liben District
is compared in the table below to that for 0-59 month-old children in Oromiya Region and in
Ethiopia as awhole, from Ethiopia s Demographic and Health Survey, conducted from
February through May, 2000.

Childhood Nutrition Status in Liben Didtrict, Oromiya Region, and Ethiopia, 1997 - 2000

Nutrition Status Indicator
(Z score cut-off value)

Liben, SC
Aug. ‘97
6-59 mos.

Liben, SC
Aug. ‘99
6-59 mos.

Liben, SC
Aug. ‘00
6-59 mos.

Oromiya, DHS
Feb.-May ‘00
0-59 mos.

Ethiopia, DHS
Feb.-May ‘00
0-59 mos.

Underweight (< -2Z W/A)

41%

28%

34%

42%

47%

Wasted (< -2Z W/H)

%

4%

11%

10%

10%

Stunted (< -2Z H/A)

43%

NA

42%

47%

52%

Ethiopiaiis dlassified by WHO and UNICEF as a country with dinica vitamin A deficiency,*
with anaiond xeraphthdmiasurvey in the country’ s four agro-ecologica zones finding the
highest rates of Bitot’s spotsin pastoralist areas.™ lodine deficiency disorders are not
believed to be prevalent in Borana Zone*

Other vaid estimates of measures of hedlth status are not available for either Liben Digtrict

or Borana Zone. However, socio-economic conditionsin Liben, the presence of falciparum
madaria, and information on nutrition status of 6-59 month-old children (above), suggests that
the levels and causes of under-five mortdity in the digtrict are likdy smilar to thosein
Ethiopiaasawhole. In Liben Didtrict, low coverage by sparse materna hedlth services,
rudimentary family planning services, unhedthful traditiond practices, geographic and

cultura barriersto care, and poverty contribute to poor maternal health. SC and the DHO
believe that the digtribution of causes of materna deeth in Liben Didtrict likely reflectsthe
digribution of causesin developing countries in genera: Hemorrhage, unsafe abortion,
hypertension, obstructed labor, sepsis, and indirect causes, including anemia and maaria®

Concrete information on HIV/AIDS prevadence is sorely lacking in dl of the Southern Tier
of the country, including Liben Didrict. However, during recent months, the blood of 48%

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003




of apparently hedthy donors at Negelle Hospita in the district center has been screened HIV-
postive! While this datamay not be reflective of HIV prevaencein the generad population
and prevaence in other groups of Liben Didtrict is not known, prevaenceislikely to be high,
given that there is an active commercia sex industry and amilitary base located in the

digrict, and amining industry in the adjoining didrict.

This area has historically been one of the most underserved aress of Ethiopiain terms of
hedth (and other) infrastructure and services. MOH hedth facilitiesin Liben Digtrict include
the 113 bed Zond Hospitd in Negdlle, and atota of nine functioning clinics (hedth
dtationg/posts) outside of Negedlle. Hospital staff include four generd practitioners, one of
whom serves as both Hospital Director and Digtrict Hedlth Officer; and 14 Senior and Junior
Nurses. The ninefacilities outsde of Negelle are each saffed by one Hedth Assgtant, while
four of these fadilities dso have a Community Midwife. Outpatient MCH services, including
case management of childhood ARI, diarrhea, and madaria, and antenatal, ddlivery, and
family planning services, which are provided from each of these facilities on adally basis.
Childhood and materna immunization services are provided on &t least a monthly basisin all
but four of didrict’s Peasant Associations through these facilities and through outreach
services, but immunization coverage remains low. (Please see KPC resultsin Section |.E). A
needs assessment carried out in a number of facilitiesin Liben, in preparation for the LSS
training showed critica gaps in saff knowledge and practice in maternd and newborn care,
including prevention and management of danger Signs during gestation, perinatal, and
postnatal periods. (Please see further discusson of MNC servicesin Section [11.F.)

There are no active STI/HIV prevention activitiesin Liben Didtrict, except for severd AIDS
clubs. There used to be an STI clinic saffed by amedical doctor at the district hospital, but
this was closed due to shortage of physicians. In addition to managing ST patients, the ST
clinic ran afree certification service for sex workers, who were examined and given
certificates pronouncing them free of STIs other than HIV. Sex workers found to be infected
were treated free of charge, and only certified after completing the treetment. The Digtrict
Hedth Office ran this program in collaboration with the Digtrict Women's Affairs
department, bar owners, and the municipal adminigration. Currently, ST1 services have been
integrated into the genera outpatient department services and clients have to pay for the
sarvice. The sex worker certification has been discontinued. STI services are available at the
hospital and clinics. Diagnosisis based on the STI syndromic management approach, but not
al providers have been trained in this gpproach. There are no voluntary counsdling and
testing (VCT) or other HIV/AIDS counsdling services in the didtrict.

There are 13 registered rurd drug vendorsin Liben Woreda. RDV's are private dispensers of
medications, mosily located in towns and/or near MOH hedlth facilities. They are often
trained Hedth Assistants who have moved into the private sector, though registered RDV's
sometimes aff their shops with other, lesstrained, staff. Reports from communities and
MOH g&ff indicate that there are not many unregistered RDV s or informa drug sdllers, so
most rural communities do not have accessto aRDV. MOH guiddines require that RDV's
refer dl children with suspected pneumoniaand mdaiato an MOH facility, dthough it is
recognized that RDV's sometimes give primary hedth care and medications. KPC data
suggest that few children with diarrhea, pneumonia, or malariaare taken to aRDV. Routine
supervison of RDVsis the responghbility of the DHO, though supervisory visits have been
irregular. Based on their experience in the didtrict, the DHO believesthat RDVsin Liben are
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not playing amgor rolein providing key maternal and child hedth services and doubts the
benefits of training RDVs*

Limited geographic access to hedth facilities and servicesis afundamenta congraint in

Liben Didtrict. The DHO estimates, based on the geographic distribution of people and
health providers, that only approximately 40% of the total population of Liben Didtrict lives
within aten kilometer (6.2 mile) radius of an MOH or private hedth provider. The July 1997
Health Satus Information study conducted in parts of Liben and neighboring Arero Didrict
by the Italian NGO COOP! found that 72% of people in these two areas wak more than three
hours to reach hedth services and that only 32% live within ten kilometers of a hedth

fadlity.

Male traditiond hedersin Liben, cheresas, or “wise-men,” include herbalists, bone setters,
religious practitioners, and spiritud hedlers. These individuas are respected in the
community as credible sources of information about health and hedling. Moreover, these
men act as “ gatekeepers’ for care-seeking outside of the olla or kebele. Cherites, or “wise
women” traditiondly provide birth assstance in the didtrict. In most communities, one can
find acheritein every olla or group of ollas. Some cherites also practice other hedling arts,
such as herbalism, massage, bone stting, or femae circumcison (eg., infibulation). Ther
advice is often sought for children’s hedth problems, especidly diarrhea and fever. Mot are
women in their mid-forties or older; al are respected by their communities. Although some
cherites charge for attending a delivery, most accept payment in-kind and whatever is
offered. The average number of births asssted on amonthly bass varies greatly from
community to community.

While PV Os and NGOs have been encouraged in the past few years by the Government of
Ethiopiato work in this area, there are only two international NGOs operating in the digtrict:
Cooperazione Internazionde (COOM!), an Itdian NGO; and Save the Children (USA). The
German Agency for Technical Cooperation (GTZ) isaso now operationa inthe Zoneand is
engaged in agro-padtoral and hedlth activities. The only nationa NGO having avisble
presence in the digtrict is the Ethiopian Red Cross (ERC). Funded by the German and
Japanese Red Cross societies, the ERC is making an ambulance available to Negelle Hospital
for emergency, long distance trangport for critical cases requiring more sophisticated medica
treatment a areferra hospital located 270 kilometers away.

SC has been implementing two complementary programs throughout Liben Didtrict since
1997, the CS-13 project through September 2001, followed by CS-17; and a
USAID/DCHA/FFP-funded DAP. Maternad and newborn care, madaria, CDD, and ARI
interventions were supported through CS-13, while the DAP supported nutrition,
immunization until the sart of CS-17, and family planning activities until the sart of support
from NGO Networks for Hedlth in 2001. The DAP amsto “make asustainable
improvement in availability of, accessto, and utilization of food for approximately 17,500
pastoraist householdsin Liben District.”* Availability of and access to food are addressed
through DAP activities to improve livestock management, while utilization is addressed
through the DAP s *human hedth” interventions, implemented through, and helping to build
the capacity of, the same SC, MOH, and community-level structures supported through CS-
13 and CS-17, indluding the Health Action Committees (HACs), and Bridge-to-Hedlth
Teams (BHTS). Through the DAP, HAC and BHT members have been trained and
supported to educate fellow community members in nutrition and immunization; MOH
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immunization activities have been supported, including EP1+ campaigns, routine outreach
activities, and the cold chain. DAP-supported activities have included food supplementation
for children, based on the results of weight-for-height screening, and for women during the
last trimester of pregnancy and first Six months postpartum. These food supplementation
activities are integrated with nutrition education/food demongtration, EP1, and other
preventive MCH outreach activities conducted by SC and MOH staff. The DAP has
contributed to the CS-13 and CS-17 gods of improving accessto MCH services through
constructing and equipping two new hedth pogtsin Liben Didtrict, both now fully functiond
MOH facilities.

4, Program Design (From pages 28-9 of the DIP)

SC and the MOH Liben Didrict Hedth Office will continue implementation through CS-17

of dl four CS-13 interventions: ARI (at 15% of planned interventionspecific CS-17 effort),
Malaria (10%), CDD (10%), and Materna and Newborn Care (20%); and continue important
support to the DHO in EP (15%), previoudy funded through the DAP. CS-17 will devote
30% of intervention effort to introducing an HIV/AIDS intervention, in order to build SC and
DHO capacity in Liben to begin addressing the district’ s HIV epidemic. These CS-17
interventions will be implemented through the following major Strategies:

Joint DHO/SC design, implementation, and eva uation of approaches to maternal and
child hedlth in Liben that inform development of Strategies to address the needs of
pastordist populationsin other districts of Borana Zone and Ethiopia.

Introduction and evauation of community-based case management of childhood
illness, to improve access to and use of these servicesin Liben Didrict, and to inform
the nascent development of Community-IMCI in Ethiopia.

Building capacity of SC, the DHO, and the Digtrict HIV/AIDS Council, to provide
leadership, coordination, and technical advice for integration of effective HIV
prevention, care and support, and mitigation efforts into ongoing community and
government activitiesin Liben Didrict.

Continued mobilization of community leaders and traditiond practitioners through
Bridge-to-Hedth Teams and Hedlth Action Committees, to support selected MCH
services, and to conduct focused education to improve key emphasis behaviors at the
household levd.

CS-17 builds on the centrd strategy of CS-13, community mobilization and health education
through “Bridge-to-Hedth Teams’ (BHTS). BHTswereintroduced and discussed with locdl
leaders by SC's community mobilizer in two to five vidts to each of the *Peasant
Asociations’ (PAS) in Liben Digtrict between April 1998 and March 1999. Each of 150
communities elected athree-member BHT composed of achereti (wisswoman/TBA), a
cheresa (wise marvmale traditiona heder), and ayoung traditiond gpprentice. At least two
thirds of the 450 BHT members are influentid, respected traditiona healers or birth
attendants, and mogt traditional hedlersin the district are BHT members. SC and Didrict
Hedth Office (DHO) partners trained BHTs to provide health education for home trestment
of watery diarrheg; recognition and care-seeking for pneumonia, malaria, and pregnancy-
related danger signs; and to promote use of antenatd care, family planning, and
immunization services & MOH hedth facilities and a joint SC/MOH outreach Stes.

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003



Together with the staff from the nearest hedth facility, Hedth Action Committees (HACS) in
every PA each support four to six BHTS, and review and respond to health information from
BHTsand TBAs. Service Area Teams, composed of MOH hedlth facility staff and SC
Senior Program Assigtants temporarily posted to facilities, train and support BHTs and
HACs.

5. Partner ships (From pages 30-1 of the DIP)
Rd ationship with Other Health-Related Activities and Roles of Maor CS-17 Partners

CS-17 isdosly integrated with MOH hedth activitiesin Liben Didrict, building on the
close relationship developed through CS-13, which concluded with the full-time participation
of the Didrict Hedth Officer in the CS-13 find evauation. The DHO has played an active
rolein CS-17 design and planning workshops over the last 1.5 years, and joint SC/DHO
planning and management of MCH activities through a DHMT will be afocus of didrict-
level collaboration through CS-17. SC is continuing its key role in supporting MOH
immunization activities throughout the digrict. BHTs and HACs are continuing to promote
the effective use of MOH MCH services among members of their communities. SC's Senior
Program Assgtants (SPASs) work out of MOH hedlth facilitieswith MOH hedth staff, and
work with MOH Hedth Assgtants to prepare ajoint hedth facility/ CS-17 monthly report
using the standard MOH format with additional space added for reporting of community-
leve activities.

Save the Childrenwill: play aleading role in managing CS-17, an important role on the
Didrict Hedth Management Team, support the Digtrict HIV/AIDS Council; lead formative
HIV research, other basdline and find assessments, and development/revision of training and
BC curriculaand materids, with MOH partners, train and support (on &t least a quarterly
bass) hedth facility staff, and through Service Area Teamstrain and support HACs, BHTS,
and TBAS, sponsor the training of three Community Midwives at Negelle Nursang School;
monitor HIS performance and findings, health worker performance, and availdbility of
essentia supplies/equipment with MOH partners, and; conduct immunizatio/ANC/ DAP
outreach sessions together with MOH facility staff.

The Didrict Hedlth Office will: co-manage CS-17 with SC; chair the DHMT; participate in
basdine and find assessments, and development/ revision of training and BC curriculaand
materids, with SC, train and support (on at least a quarterly basis) hedth facility saff, and
through Service Area Teams, train and support HACs (including quarterly mesetings with
HACs), BHTSs, and TBAS, provide facility-based MCH services; with SC, monitor HIS
performance and findings, and hedth worker performance; ensure availability of essentid
supplies/equipment at facilities and for outreach activities, and; conduct immunization/ANC/
DAP outreach sessions together with SC. (Please seejointly developed agreement between
SC and the DHO in DIP Annex 3.)
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6. Health Information System

I nformation M anagement (From page 66 of the DIP)

Information is exchanged between Office of Hedth staff based in Westport and Washington,
D.C. and Ethiopia Fidd Office gaff mainly usng e-mail. The EFO presently hasasinglee-
mail address, requiring EFO adminigtrative staff to print out and pass dong hard copies of
messages to the EFO Hedlth Advisor and others saff. The EFO ison the Hedth PLG
litserv. According to the EFO, the Hedlth Advisor should have an individua e-mail account
by April 2002. She will be on the Health PLG listserv as soon as she has an individua e
mail account. The EFO has accessto the internet, but individua technica staff members
currently do not have access to the internet at their own work gtations. This feature will be
added for senior gaff, including the Hedlth Advisor, in 2002. The EFO Hedth Advisor
communicates with CS-17 gaff during her viststo Negelle and during vistsby CS-17 staff
to Addis, aswell as by phone and fax. Communications between the EFO and SC's officein
Negdle remains an important chalenge, with frequent breakdown of communication. But
SC hopes that thiswill change with the current renovation of the tedlecommunication lines,
and introduction of e-mail in the near future, which will dlow Negdleto did into the EFO
sarver. All CS 17 gdff are fluent in the English language. SC Fidd Offices exchange
information on hedlth programs through meetings in person a the annua meeting of the
Hedth PLG and using the Hedth PLG ligtsarv.

Program Monitoring (From pages 74-6 of the DIP)

The CS-17 gpproach to monitoring and evauation is participatory in nature, involving loca
partners. MOH Hedth Assstants, SC SPAs, and HAC members are members of the Facility
Hedth Management Committee which will meet quarterly to discuss targets and gods for
hedth service indicators (i.e. immunization coverage, ANC sarvices utilization); share
progress and experiences, and provide an opportunity for technical support. Except for the
community level data collection taly sheets, other reporting formats are those used by the
MOH, with community-level information added to the MOH fecility-leve reporting formet.
Reports come through the MOH system from hedlth facilities to the DHO, not through a
separate or pardle channd. Other than routine monitoring tools, CS-17 will have amid-

term and find evduation, and conduct a KPC survey towards the end of the project.

At the community level, TBAs and BHT's keep records using tally sheets (Please see Annex
7). HACscollect and review the tally sheets for their PAs. The data collected includes
counts of important activities performed and events or cases like numbers of maternd desaths,
meed es cases and under five deaths (to be added to the BT taly), and trestment for
pneumonia and maaria (by CMWs). HACswill meet with TBAs and BHTs monthly to
discuss implications of the reports, identify and discuss problems and successes. Then the
reports are given to the hedth facility. At thefacility level, data from registers and taly
sheetswill be combined onto a hedlth facility monthly reporting form. Service Area Team
members meet with HACs monthly to review HAC report based on targets set for each PA
(e.g. immunization coverage); process data manudly for the service areg, identify problems
and take action together with the HACs, and the send report to the DHO.
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TBA and BHT tdly sheets were developed by CS-13 and will be used for monitoring at the
community level. SC has supported the development of computer software for data entry
and andysis a the digtrict level through the CS-13 grant, which will be tested for six months
beginning in April 2002. However, until this new system is determined to be useful,
emphasiswill be on manua data collation and andlysis. At the end of each month the HIS
team will present its findings to the Didtrict Health Management Team.

CS-17 will use data from the following sources to track performance: Forms from HACs,
BHTSs, trained TBAS, Case Management Workers, supervisory checklists, MOH facility-
basad records and registers, and midterm and final evaluations.

CS-17 will use the same population estimates as the Liben Didtrict Hedth Office. The 1994
cenausis used to determine population denominators using estimates of annua population
growth rates of 4.11% for urban and 2.23% for rural areas. Women between 15 and 49 years
of age are estimated to be 22.9% of the tota population, infants 4.4%, and children under

five 18.7%. The annud number of live birthsis estimated from the total population and the
crude birth rate of 46.4.

Data from both the community and the facility is reported on a monthly basis, while
evauationswill be done about two years into the program and towards the end of the five-
year program.

Trained TBAS, Case Management Workers, and BHT members are the front line data
collectors a the community level, while MOH Hedth Assstants and SC Senior Program
Assgtants collect and collate data at the hedth facility level. Each trained TBA coversan
average of about 73 households, each BHT member covers an average of about 49
households, while each CMW will cover about 284 rural households® They collect data at
the time of service ddivery, and thus don't use most of their time for data collection. They
aso collect data on important events which they hear about, such as cases of meades and
maternd deaths, but are not expected to conduct household visits to obtain information.

Both MOH Hedth Assstants and SC SPAs working in the facilities collect data e the
facility level, and aggregate community and facility data for reporting to the DHO. Service
Area Teams (MOH Hedth Assstants and SC SPAS) assure quality of data by meeting with
the HACs from the areato review and aggregate data and use it for action.

At hedth the fadility leve, for the purpose of maintaining uniformity of reporting

ingruments throughout Borana Zone, the MOH monthly report form is used undtered, while
a page summarizing the community level datais used in Liben Didrict by the facilities
reporting to the DHO. Service Area Teams, composed of MOH and SC staff at each facility,
will provide supervisory support to HACs on amonthly basis, reviewing data collection done
by the HACs and actions taken by the community. The Service Area Teamswill integrate
data from the HACs with data from the hedlth facilities and outreach sites. They will

caculate key indicators, identify problems, and take action at their level, and compile a

report that incorporates problems identified, actions taken, and request for assistance required
from the DHO. The Service Area Team will have quarterly meetings with the Hedth Facility
Management Committee (HFMC), consisting of one or two representatives from dl the
HACsto review performance and plan for the following quarter. Discussions during these
meetings may include illugtrations of comparative coverage indicators for the different

HACs, usng the Ethiopian flag (with green, yellow, and red colors, asin Boliviawhere SC
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has found this gpproach useful). If coverage for aPA fdlsin the red margin it would
illugtrate danger, and the team would facilitate investigation of problems and solutions, and
provide support to the HAC to bring improvement. Coverage in yellow would be an dert to
less than good performance, while green would represent good coverage to be recognized by
awards or incentives.

At the DHO levd, the HIS team, conssting of the Liben DHO Statistics Clerk, MCH
Coordinator, and Sanitarian, and SC's M& E Coordinator, will be responsible for data entry,
initid analyss, and identifying problems. SC has supported the development of computer
software for data entry and andysis at the district level through the current CS-13 grant,
which will be tested for sx months beginning in April 2002. SC's gaff and DHO saff will
be trained on the use of the data base. However, until this new system is determined to be
useful, emphasis will be on manual data collation and andysis. At the end of each month the
HIS team will present its findings to the Didtrict Hedlth Management Team. The DHMT will
carry out monthly and quarterly program reviews using key hedth service, morbidity, and
management data, identify priority problems and develop plans, give feedback to the hedlth
facilities including recommendations for action, and send the report to the Borana Zona
Hedlth Department.

Datais computerized & SC Negdle and Addislevels. After testing new software, this will
be done at the DHO leve aswell.

Quarterly supervisory visits, with observations of sck child management, will provide
technica support to monitor and improve hedth workers performance. The visitswill be
done using checklist to assess knowledge, skills, practices, and the hedth facilities supplies,
drugs, and equipment. Hedth workers at the facility levelswill dso conduct quarterly
supervisory vidts to community-based providers (eg., TBAs, CHWS) to assist themin
carrying out the counsdling of caretakersin early detection of sgns and symptoms.

CS-17 will use MOH guiddines and training manuds for hedth facility saff, CARE's
training manua and agorithmswill be used to train community heath workers on
community case management. These tools will be used to improve health workers
performance. Supervisory checklists will be developed for supervision of community hedth
workers to be used to promote quality of service.

Severd approaches will be used to remind health workers of tasks for management of sick
children and of key messages. SC, together with the DHO, will develop memory-jogging
cards describing case management tasks and key messages to be used by Case Management
Workers and BHT members. Supervisory checkligts for use by HAs and SPAswhen they
observe CHWSs doing case management or health education will aso be used to monitor and
improve CHW performance.

The EFO will give support to strengthen the M&E skills of SC and MOH gaff responsible
for data management. SC has supported the development of computer software for data
entry and analysis a the didtrict leve through the CS-13 grant, which will be tested. Severd
gaff memberswill be trained to use the database for data management so that data analysis
will not depend on oneindividud. At the DHO leved, the HIS team, consisting of the Liben
DHO Statitics Clerk, MCH Coordinator, and Sanitarian, and SC's M& E Coordinator, will
be responsible for data entry, initid andyss, and identifying problems.

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003

62



The CS-13 HIS has enabled BHTs and TBASsto collect vitd data a the community leve.
While the CS-13 non-literate forms introduced at the community level have been ussful for
monitoring BHT, TBA, and HAC activities and strengthening HF-community links, revisons
had to be made to promote community ownership of the systemn, and community analysis and
utilization for concrete action. The new approach a the community level is designed to

make the community-level component more than a mere extension of the facility reporting
system. It builds on the current community structure and the non-literate reporting
ingruments to increase the level of community involvement in data analyss and utilization.
The system dlows HACs or BHTs to detect, investigate, and respond to important events,
such as a case of meades, an increase in cases of diarrhea, or amaterna death. This
gpproach is designed to empower communities to take action, dlow communities to be heard
at higher levels, and dlow them to participate in initiatives of the Service Area Team or the
DHO. The methods used in both data collection and andysis are smple and do not need a
lot skill and are thus sustainable.
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ANNEX B

MIDTERM EVALUATION

TEAM MEMBERS

Sr. Senait Bebele Zond Health Department Acting Head

Mr. Adamu Beyene Monitoring and Evaluation Coordinator, SC/Liben
Mr. Niftdem Kumera Disagter Prevention and Preparedness Dept. Head
Mr. Mohamed Manu HIV/AIDS Unit Head, SC/Liben

Mr. Nina Negash Monitoring and Evauation Officer, CARE/Ethiopia
Mr. Garth Osborn External Consultant and Team Leader

Mr. Worku Tefera Training Coordinator, SC/Liben

Mr. Solomon Tesema Health Sector Manager, SC/Liben

Dr. Taye Tolera Medica Director, Negelle Hospital
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ANNEX C
MIDTERM EVALUATION
ASSESSMENT METHODOLOGY

The Midterm Evauation took place in Liben Didrict July 14-23, 2003, in Addis Ababa on
duly 24-25 and findly in the United States on August 5. It should be noted that thisMTE was
implemented one year earlier than usua — less than two yearsinto afive-year project — a the
suggestion of the reviewers of the CS-17 proposa. The reason for this was the recognition
that waiting until year three to do the MTE might not dlow sufficient time to make necessary
course corrections. It isthe view of the MTE Team that this suggestion was a good one and
that while there is genera consensus that the project can meet itsfind targets, there were
aufficient issues raised in this M TE that warrant timely and intense attention so success can

be achieved.

Following is the summary schedule of the MTE:

DAY DATE ACTIVITY
Friday July 11 | Team Leader Arrivesin Addis Ababa
Sunday July 13 Leavefor Negelle; overnight in transit in Awassa
Monday July 14 | 3PM: Arrivein Negelle
PM: Introductory Meeting with SC Project Staff
Tuesday July 15 | 8:30 AM: Planning Meeting with SC Project Staff

4 PM: Orientation of MTE Team (Agenda: Introductions, CS-17 Overview, MTE
Purpose, Data Collection Methods, MTE Member Roles, MTE Report, and Review
Schedule and L ogistics)

Wednesday [ July16 | Develop Assessment Tools/Questionnaires

Thursday July 17 9:00: Meet with District Admin Council
10:30: Meet with Zona Health Committee
2:00: Meet with DHMT

Friday July 18 | 9:00 Meet with District HIV/AIDS Council
2PM: Train MTE Team in FGDs. Finalize and print questionnaires.
Saturday July 19 | AM and early PM: FGDs, interviews and document/HIS reviews
Sunday July 20 | PM: Report findingsto MTE Team
Monday July 21 Interviews with SC and MOH staff on Sunday and Monday.
Tuesday July 22 | Develop consensus on main findings and recommendations, prepare Draft Action

Plan, and prepare for debriefing in Addis.

Wednesday | July 23 Leave for Addis; overnight in transitin Awassa

Thursday Jduly 24 | AM: Arrivein Addis
2:00: Interview Dr. Tedbabe Degefie at the EFO

Friday July 25 | Debrief Jeanne Kopsell and Dr. Abebe Gebremariam
Depart Addis

Thursday Aug 7 Interview Eric Starbuck by phone, SC/Westport

Sunday Aug 10 | First Draft of MTE Report dueto SC

Sunday Aug24 | Commentson First Draft due back from SC

Monday Sept 1 Fina Draft dueto SC
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The MTE used four methods of data collection:

1. Mestings were held between the MTE Team and various government committees that
are involved with the project, including the Zona Hedth Committee, the Didtrict
Adminigrative Council, the Didrict HIV/AIDS Council and the Didrict Hedlth
Management Team. A questionnaire was developed for each meeting, however, each
Team member was invited to ask hisher own questions aswell. (See Annex E for
MTE Questionnaires.)

2. Interviews were held between the Team Leader and the program staff members of
both SC/Liben and Negelle Hospital. Two sets of questions were asked of each SC
gaff member — generd questions about administration/human resources and specific
questionsttied to that person's technica respongbilities. These interviews were held
individualy and the results that relate to human resources and employment are
reported on in a composite fashion so that employeeswould fed comfortablein
responding to sensitive questions. (See Annex D for alig of the individuds
interviewed.)

3. Severa project related documents, reports, reporting formats, manuas and systems
were reviewed by members of the MTE Team.

4. A st of three Focus Group Discussions (FGDs) was held with each of the following:

Mothers of children under the age of five
Members of Bridge to Hedth Teams

Traditiona Birth Attendants trained by the project
Members of Hedth Action Committees
Members of Service Area Teams

YV VVYVYVY

To do the FGDs, the MTE Team received a brief training on FGDs by the Team
Leader and then was split into two smal groups, each with a moderator and note
takers. The groups then reviewed, edited and trandated the FGD questionnaires. A
‘purposeful’ sample was used in sdecting which communities to target, selected
based on urban-rural mix, geographic spread and ethnic background.

At the end of every day of FGDs the Team met to read their notes, which recorded

Community | Urban/Rural L ocation Ethnicity
Negdle Urban Central Mixed
Gendle Rurd Northeast Ars
Bdambd Rura West Guji

and then summarized by the Team Leader.

At the conclusion of the data collection processin Liben, the entire Team met for afull day
to identify the mgor findings, come to consensus on the main recommendations and produce

an initia draft action plan for next steps.
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ANNEX D
MIDTERM EVALUATION
PERSONSINTERVIEWED AND CONTACTED

Dr. Winnie Mwebesa, FP/RH Advisor, SC/HQ
Dr. Abebe Gebremariam, SC/EFO
Jeanne Kopsell, SNL Fidd Program Specidist, SC/HQ
Dr. Eric Starbuck, Child Surviva Specidist, SC/HQ
Dr. Tedbabe Degefie, Hedth Advisor, SC/EFO
Alemayehu Boka, the SC/Liben Impact Area Manager
Solomon Tesema, SC/Liben Hedlth Sector Manager and Member of the DHMT
Worku Tefera, SC/Liben Training Coordinator and Member of the DHMT
Sigter Degefch H. Yesus, MCH Unit Head
Mohammed Mamu, HIV/AIDS Unit Head and Member of the Digtrict HIV/AIDS Council
Gebre Tola, EPl Unit Heed
Adamo Beyene, HISM & E Coordinator, Member, Digtrict Health Management Team
Senior Program Assistants, SC/Liben Didtrict
Chuluka Dullo
Keneni Mekonnen
AdunyaG. Sdasse
Mestawot Negash
Kote Ibrahim
Zenebe G. Tsadik
Sdlas Sminion, Secretary, Didrict HIV/AIDS Council
Lemma Legesse, Didrict Hedlth Officer and Member of the DHMT
Dr. Taye Tolera, Medica Director/Negelle Hospitd and Member of the DHMT
Sr. Lelise Tadesse, MCH Nurse/ Negelle Hospital and Member of the DHMT
Guji Zond Hedth Office
S. Senaiet Bekele, Acting Head, Guji Zond Hedth Office
Fekede Bayisa, Head, Malaria and Other Vector-Borne Disease Control
Antendew Asmare, Pharmacist, Guji Zond Hedth Office
In addition, atota of 32 mothers of children under the age of five, 27 HAC members, 24
BHT members and 12 TTBAs were interviewed in Focus Group Discussions.
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ANNEX E
QUESTIONNAIRES

QUESTIONNAIRE
DISTRICT ADMINISTRATIVE COUNCIL
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before garting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed free to say s0. The information that you provide to us today will be
used to strengthen our project.”

“Thank you for your willingness to participate today. Now for the first question....”

When was the Digtrict Administration Council formed?

Briefly, what are the overdl responghilities of the Council reated to hedth?

How have you been involved with the Save the Children Liben Impact Area Project?
What are the future hedlth-related goal's of the Council to be achieved in collaboration
with this Project?

What is the relationship between the Council and this Project?

What have been the most important lessons learned from this Project?

In what ways can this Project be strengthened?

pwWNPE

No o

CLOSE: “That isthe lagt of the questions that we have for you today. |s there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
ZONAL HEALTH OFFICE
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed free to say s0. The information that you provide to us today will be
used to strengthen our project.”

“Thank you for your willingness to participate today. Now for the first question....”

1. When wasthe Zond Hedth Office formed?

2. Brifly, whet are the overdl respongihilities of the Zond Hedlth Office?

3. What isthe relationship between the Zond Hedlth Office and the Save the
Childrern/Liben Impact Area Project

4. What are the future gods of the Zona Hedlth Office that you expect to achievein
collaboration with this Project?

5. What kinds of support has the Zona Hedth Office received from this Project?

6. What have been the most important lessons learned in this Project?

7. Inwhat ways can this Project be strengthened?

CLOSE: “That isthe last of the questions that we have for you today. Is there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
DISTRICT HEALTH MANAGEMENT TEAM
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before arting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed free to say s0. Theinformation that you provide to us today will be
used to strengthen our project.”

“Thank you for your willingness to participate today. Now for the first question....”

1. Whenwasthe DHMT formed?

2. How many members does it have?

3. How was membership determined and are there other positions that should be added
to the DHMT?

4. How frequently doesthe DHMT meet?

5. How many times hasthe DHMT met in the past year? (Objective 1)

Are minutes kept for every meeting? If yes, who is responsible for recording them?

Are minutes from the previous meeting reviewed at the beginning of the subsequent

meeting? Does everyone get a copy?

7. Doesthe DHMT have amission or god statement? If yes, what doesit say?

8. What are the responghilities of the DHMT and its members from the various
organizations? Is this written down? If yes, how often isit referred to?

9. What hasthe DHMT achieved since the start of CS-177?

o

10. Has the DHMT receaived any training from the CS-17 project? If yes, please describe.

(DIP Workplan Page 81 point 4.5)
11. What are the primary chalenges the project facesin its next two years?
12. What does the DHMT plan to achieve in the next two years and is this written down?
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13. Isthere aneed for the DHMT to continue after Save the Children’sinvolvement is
phasad out in Negelle? If yes, what will its role be? What needs to be done to ensure
its continuation?

14. Has each member of the DHMT been given a copy of the CS-17 Project Objectives?

15. From what sources does the DHMT receive data? How has this data been used in the
past year to plan and make decisions? Please provide examples. (Objective 1)

16. What have been the most important lessons learned from the CS-17 Project?

17. What have been the most important achievements of the CS-17 Project?

18. In what ways can the CS-17 Project be strengthened?

CLOSE: “That isthe lagt of the questions that we have for you today. |s there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
DISTRICT HIV/AIDS COUNCIL
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed free to say s0. The information that you provide to us today will be
used to strengthen our project.”

“Thank you for your willingness to participate today. Now for the first question....”

When was the Didrict HIV/AIDS Council formed?

How many members doesit have?

How was membership determined?

How frequently does the Council meet?

How many times did the Council mest in the past year? (Objective 2)

What are the Council’ s responsibilities related to planning and monitoring HIV/AIDS

activitiesin Liben? How are these responsibilities carried out? |s this written down?

If yes, how often isit referred to? (Objective 2)

7. What has the Council achieved since the sart of CS-177?

8. What kinds of support and feedback has the council received from the CS-17 project?

9. Hasthe Council received any training from the CS-17 project? If yes, please describe.
(DIP Workplan Pege 81 point 4.1.1)

10. How have HIV - prevention activities been integrated into ongoing community and
government activities? (Objective 10)

11. What are the primary chalenges the project faces with regard to HIV/AIDS in the
next two years?

12. What does the Council plan to achieve in the next two years and is this written down?

13. Isthere aneed for the Council to continue &fter Save the Children’s involvement is

phased out in Negelle? If yes, what will its role be? What needs to be done to ensure

its continuation?

S hhwbdpE
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14. From what sources does the Council receive data? How has this data been used in the
past year to make decisions and plan activities? Please provide examples. (Objective
2)

15. What have been the most important lessons learned from the CS-17 Project related to
HIV/AIDS prevention?

16. What have been the most important achievements of the CS-17 Project related to
HIV/AIDS prevention?

17. In what ways can the CS-17 Project be strengthened related to HIV/AIDS prevention?

CLOSE: “That isthe lat of the questions that we have for you today. |s there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
MOTHERS OF CHILDREN UNDER THE AGE OF FIVE
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Number of Group Members

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed freeto say so. The information that you provide to us today will be
used to strengthen our project.”

“Thank you for participating today. Now for the first question....”

From whom do you learn about hedlth?

What does your Bridge to Hedlth Team do in your community?

What do TTBAs do in your community?

What does your Hedth Action Committee do in your village?

What are some things families can do to make childbirth and the time shortly after birth
safer for mothers? (Indicators 15, 16 and 30)

Where do most women give birth and why?

Who do most women seek help from when they are going to have a baby and why?
(Indicator 15)

What are some reasons mothers might not get their children immunized? (Indicators 18
and 20)

What should mothers give to a child with diarrhea? Why? (Indicator 22)

What sgns of illnessin asmall child would make you seek hep and where would you go
first? (Indicator 29)

Where do you find medicines?

IsHIV/AIDS amgor problem in your community and if so, why?

In what ways can we make this maternd and child hedth care project stronger?

CLOSE: “That isthe lagt of the questions that we have for you today. |s there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
BRIDGE TO HEALTH TEAMS(BHT) AND
TRADITIONAL BIRTH ATTENDANTS (TBA)
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evaluation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed freeto say so. The information that you provide to us today will be
used to strengthen our project.”

First | will be asking some questions of the entire Bridge to Health Teams. Once that
isfinished, | would like to meet with those of you who are Traditional Birth
Attendantsto ask some additional questions specific to your work.”

“Thank you for participating today. Now for the first question....”

When was your Bridge to Health Team formed?
What isthe criteriafor membership?
What are your responsibilities as BHT members?
What has your BHT achieved in the past two years?
Has your BHT received training in the past two years? If yes, how useful hasit been
in your work? Are there other training topics that should be included?
What other kinds of support has your BHT received from:
a Savethe Children/SPAs
b. Hedth Facility Staff
C. Your Hedth Action Committee
d. Your community
7. What kind of feedback has your BHT received from:
a SPAs
b. Hedth Facility Staff
c. Your Hedth Action Committee

agbkhwpdpE

o

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003

75



8. How hasyour community responded to your services?

9. What have been the most important |essons learned from your experience working on
aBHT?

10. In what ways can this Project be strengthened so that your work can continue in the
future?

CLOSE: “That isthe last of the questions that we have for the BHTs today. Isthere
anything that you would like to add?’

“Now | would like to have alittle time to ask some questions of those of you who are
TBAS, 0 the others are free to leave. Thank you for your help.”

THE FOLLOWING QUESTIONSARE ONLY TO BE ASKED OF THE TBAs.

Wheat are the main chdlenges you face in asssting women with ddliveries?

We have heard that fewer young women are becoming TBAs. Do you think thisistrue
and if o, why isit hgppening?

How did you become a TBA?

How will someone replace you?

Do you think familieswould help to pay for gloves and other ddlivery supplies?

Has your rdationship with the hedth workers at your loca hedlth facility changed since
the beginning of this project? Please describe.

What can be done to help women get to the hospital quickly when obstetric emergencies
aise?

CLOSE: “That isthe last of the questions that we have for you today. Is there anything
that you would like to add?’
“Agan, | want to thank you for your time and your advice.”

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003

76



QUESTIONNAIRE
HEALTH ACTION COMMITTEES (HAC)
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evaluation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed freeto say so. The information that you provide to us today will be
used to strengthen our project.”

“Thank you for participating today. Now for the first question....”

When was your Hedlth Action Committee formed?

How many members doesit have?

How was membership determined?

How frequently does your HAC meet?

Are minutes kept for every meeting? If yes, who is responsible for recording them?

Are minutes from the previous meeting reviewed at the beginning of the subsequent

meeting? Does everyone get a copy?

What are your responsbilities as HAC members?

. What has your HAC achieved in the past two years?

8. Hasyour HAC received any training from the Project in the past two years? If yes,
please describe. (Make sure that this training was for the HAC and not training for
individuas.)

9. Please describe any challenges your HAC has had in getting reports from the Bridge
to Hedlth Team and TBAs. Are they on time? Are they accurate? How do you check
the accuracy? (Objective 7)

10. Please describe any feedback your HAC hasreceived from SPAs or Hedlth Facility
gaff inthelast year.

11. How many of you have attended three or more meetings with Hedlth Facility gaff in

the previous year? (Objective 3alb)

aghrwONPE

No
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12. What have been the most important lessons learned from this CS-17 Project so far?

13. What does the Committee want to achieve in the next one year and isthis written
down?

14. Isthere aneed for your HAC to continue after Save the Children’ sinvolvement is
phased out in Negdlle? If yes, what will its role be? Whét is your HAC doing to
ensure its own continuation?

15. In what ways can this Project be strengthened?

CLOSE: “That isthe last of the questions that we have for you today. Is there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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QUESTIONNAIRE
SERVICE AREA TEAMS (SATS)
SC/ETHIOPIA CS-17 MIDTERM EVALUATION
JULY 2003

Before starting to ask the questions, the Note Taker needs to record the following:
Name of the MTE Team Moderator

Name of Note Taker

Name of the other Evauation Team Members Attending

Start and end times

Date

Location

Name of Group

Number of Group Members

Record the names, titles and affiliations of the respondents.

INTRODUCTION: “ Save the Children is carrying out an evauation of its Child Surviva
Project to find out what has been successful and what can be improved. We will be
asking you some questions and we want you to fed free to offer your opinions and
thoughts based on your experiences and those of your family. If you do not understand a
question, please fed freeto say 0. Theinformation that you provide to us today will be
used to strengthen our project.”

“Thank you for participating today. Now for the first question....”

When was your Service Area Team formed?
How many members doesit have?
How frequently does your SAT meet?

ALWDNPE

meseting? Does everyone get a copy?
. What are your responsihilities as SAT members?
What has your SAT achieved since the sart of CS-17 in 20017?
Has your SAT recelved training from the CS-17 project? If yes, how useful hasiit
been in your work? Are there other training topics that should be included?
8. Pleasedestribe any chadlenges your SAT has had in getting Bridge to Hedth Team

N o o

and TBA reports from the HACs. Are they on time? Are they accurate? How do you

check the accuracy? (Objective 7)
9. How hasthe relationship between the hedth facility, the CHWs and the community
changed during the project?
10. What type of feedback hasyour SAT received from the following in the past year:
a  Savethe Children
b. Minigry of Hedlthin the lagt year.

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003

Are minutes kept for every meeting? If yes, who is respongble for recording them?
Are minutes from the previous meeting reviewed at the beginning of the subsequent
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11. Have you been having quarterly meetings with the Hedth Fecility Management
Committee to review performance and plan for the following quarter? DIP p. 75

12. What have been the most important lessons learned from this CS-17 Project so far?

13. What can be done by the Project over the next two years that will help to make sure
that the positive changes that have happened will continue? What isyour SAT doing
to make sure this happens?

14. In what ways can this CS-17 Project be strengthened?

CLOSE: “That isthe last of the questions that we have for you today. Is there anything
that you would like to add?’
“Again, | want to thank you for your time and your advice.”
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GENERAL QUESTIONSFOR ALL SC/LIBEN STAFF
Provide an overview of the objectives and primary strategies of your project intervention(s).
What have been the main accomplishments of these intervention(s)?
What have been the lessons learned?
What are the primary challenges you face in meeting your objectives by the end of the
project and how can they be most readily addressed?
PLANNING: (Guiddines page 11)

Do you have a copy of the Program Objectives and the M& E Plan, or some other program
plan that provides you with direction? Please show me.

STAFF TRAINING: (Guiddines p. 11)
What types of training have you and your staff attended since the beginning the project?
What were the results of thistraining?

Arethere g&ff training needs that are not being met by the project and if so what are they?

STAFF SUPERVISION: (Guidelines p. 12)

Who do you supervise and how frequently do you have regular contact with them? Isthis
aufficient?

Who is your supervisor and how frequently do you meet with him/her? Is this sufficient?

What is the frequency of saff reviews for yoursdf and for any staff you supervise, and how
are they done?

Describe the frequency and atypical agenda for staff meetings.

HR AND STAFF MANAGEMENT: (Guidelines p. 12)

How long have you been in your position?

Do you have copies of your job description and personnd policies? Please show me.

What has been the impact from the changes in saffing that heve occurred since the beginning
of the project?
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FINANCIAL MANAGEMENT: (Guiddines p. 12)
Were you involved in developing the Project budget? If so, please explain.

Do you have abudget and receive financid reports specific to your part of the project? Please
show.

LOGISTICS: (Guiddinesp. 13)

What logiticd chdlenges do you face in carrying out your job responsihbilities and meeting
your objectives?

What are the future logigtica challenges?
INFORMATION MANAGEMENT: (Guiddines p. 13)

Describe any data reports you receive from the HIS and what is their frequency/regularity?
Please show us samples.

How have you used the information from these reports?
TECHNICAL AND ADMIN SUPPORT: (Guiddines p. 13)
What kinds of external TA have you received and how useful was it?

What are your future external TA needs (i.e., needs that can not be addressed interndly
within the project.)?
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CS-17 Results, Indicators/Sources, Progress at MTE and End of Project Targets by Intervention

ANNEX F

CS-17 Progress at the MTE Per the Revised M& E Matrix

Inaicator source

Result/ IR # Indicator Progress at EOP Interv.
MTE Target
R-1: 1| District Health Management Team | Review of 5 sets of minutesfor By
Improved has met 3 or moretimesin last mtgs. held April 4—Oct 29,02 MTE All
Liben year and has used datato plan found: and FE
District activities® > Meeting agendas focused on
capacity to setting up DHMT and HIS
effectively Teams.
support » No evidence of using data
community to plan program activities at
health that stage.
servicesand » Nomeetingsheld from
activities. October 2002 to the present.
2| District HIV/AIDS Council meets Review of 4 sets of minutesfor
regularly, plans, and monitors mtgs held June 20, 2002 to June Yes HIV
HIV/AIDS activitiesin Liben. 2, 2003 shows that:
» The Council is meeting, but
not on a monthly basis as
initially planned.
» The Council iscollecting
and reviewing reportsand is
using thisinformation to
plan and monitor
HIV/AIDS activitiesin
Liben.
3a | % of PAsfrom whichthree or Thisindicator isgoing to be
more HAC members have difficult if not impossible to 80% All
participated in three or more quantify — requiring consi stent
meetings with MOH staff over the | and complete record keeping at
previous year.) every MOH facility (meeting
R-2: 3b | % of PAsfrom which three or minutes) and review of these
Improved more HAC members have minutes comparing meeting 80% All
community participated in three or more attendees with tallies of all HAC
capacity in meetings with MOH staff over the | members.
Liben to previous year.Y
effectively 4| % of CMWstrained in pneumonia | Community Case Management
address case management with no stock- has not been initiated yet. 80% ARI
priority out of cotrimoxazolein the
health needs previous month.
of mothers 5| % of CMWstrained in malariaor
and children pneumonia case management 80% ARI
under 5. through CS-17 from whom reports Mal.
were received in past quarter.
6| % of BHTswhichinthelast 6 Indicators #6 and 7 cannot be
months have conducted 1 or more | measured using the HISas it is 80% All
community education activity for now structured. TheBHTs are
each CS-17 intervention and reporting to the HACs by
turned in 4 or more monthly memory and not by tally sheets
reportsto HACs® as noted in the DIP (p. 72-6).
CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003 83




Result/ IR # Indi cator "Mareator source Progress at EOP Interv.
MTE Target
7 | % of HACswhichinthelast 6 Reasons for this stated change
months have reviewed BHT, TBA, | were 1) the costs of reproducing | 80% All
or CMW reports, and have sent the formsfor 440 BHTs and 300
reports to health facility.) TBAs every month, and 2) the
low literacy.
IR-5: 8 | EFO Behavior Change Specialist This position has been Oct.
Increased SC hired and retained. temporarily filled by the 2002 All
Addisand HIV/AIDS Advisor/EFO. The
Liben permanent placement was made
capacity in in August 2003.
behavior 9| BCstrategy for al CS-17 This has not been completed yet. | March
change and interventions designed and 2003 All
integrated implementation started.
HIV 10 | HIV prevention efforts effectively Solid progress has been
programming integrated into ongoing community | demonstrated through the Yes HIV
and government activities through | project’sinvolvement on the
Cs17. District HIV/AIDS Council and
its support of capacity building
of PAs, CBOs and community
groups.
11 | Number of HIV-related training BCC Conference, 4/03,
courses, workshops, and attended by 2 SC/Liben staff, 5 HIV
experience sharing visitsin which incl HIV/AIDS Unit Head
SC/Liben staff have participated PRA Conference, 5/03,
during CS-17. attended by HIV/AIDS Unit
Head
Indicator sources: 1: CS13; 2: Current DAP; 3: KPC 2000+ CATCH / KPC 2000+; () indicator modified.
CS-17 Results and Indicators Related to Use of Hedlth Services and Hedlth Practices
Measurement Methods, Data Collectors, Basdline Vaues, and End of Project Targets
Result/ IR # | ndi cator Maeator source Midterm Progress Target | Interv.
R-3: 12 | Tota rate of treatment for Community Case
Increased use pneumoniain <5sby CMWsin | Management has not been 02 ARI
of key health al PAswith CMWstrained in initiated yet.
services and PCM (number of treatments per
improved <5 per year).
MCH 13 | % of respondents reporting Theseindicators require FHI
practices at condom use last timethey had | assessment midterm results, 30% HIV
household sex with non-regular partner. which have not been collected
level in Liben 14 | % of respondents reporting yet.
District. condom use every time they 20% HIV
had sex with any non-regular
partner over past 12 months.
15| % of births attended by trained | Theseindicators require KPC
TBA or health professional . results, therefore, they can not | 50% MNC
16 | % of al mothers of children <2 be assessed during the MTE.
recelving TT2+ before last 50% EM
child’s birth (card).?®
17| % of pregnant women Coverageincreased from 26% | 55% EPI
receiving TT2+. to 35% based on DHO data.
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Result/ IR # | ndi cator Mcator source Midterm Progress Target | Interv.
18 | % of dl 12-23 month olds who Thisindicator requires KPC
received measlesimmunization | results, therefore, it cannot be | 60% EP
(by card only).?® assessed during the MTE.
19| % of infants who received Increased from 43% to 72%
measl es immuni zation. based on DHO data. 70% EM
20 | % of all 12-23 month olds fully Thisindicator requires KPC
immunized (by card).>® results, therefore, it cannotbe | 40% | EP
assessed during the MTE.
21 | % of infantsfully immunized. Increased from 34% to 62% 60% EPI
based on DHO data.
22 | % of children <2 with diarrhea These two indicators require
in the past 2 weeks receiving KPC results, therefore, they 50% CDD
more fluids than usual and can not be assessed during the
same or more food than usual MTE.
duringiliness®
(#33: New 33| % of mothers with children <24
objective months who report washing 25% | CDD
added in own hands with soap or ash
First Annual before food prep., before
Report, Sep. feeding children, after
2002, in defecation, and after attending
responseto child who defecated.
DIP review.)

Indicator sources: 1: CS-13; 2: Current DAP; 3: KPC 2000+ CATCH / KPC 2000+; () indicator modified.

CS-17 Results and Indicators Related to Uptake, Availability, Quality, and Knowledge
Measurement Methods, Data Collectors, Baseline Values, and End of Project Targets by Intervention

Result/ IR # Indi cator "Mreator source Midterm Progress Target | Interv.
R-4: Uptake/ 23 | MOH or other PVO/NGO in CARE/Ethiopia has expressed
Sustainability: other district of Ethiopia has interest in providing HBLSS Yes All
Adoption of CS written plans for training to the TBAsin their
17 approach by implementation of CS-17 project areain West Harage
MOH or by approach to C-IMCI, and requested that SC's MCH
other MN/LSS, or BHTSs. Unit Head assist in that
organization. training.
IR-4: 24 | Feasibility and results of Presentation, “ Lessons from
Dissemination implementing CB-ARI/Mal. Ethiopia: Maternal Carein Yes ARI
of feasibility case management, MN/LSS, Low Resource Settings,” MNC
and results of and/or BHTS, through CS-17, | given by Sister Degefech
implementing presented at conference(s), in | Haileyesus, SC/Liben MCH
innovative CS- publication, through media, Nurse and HBLSS
17 approaches. and/or sitevisit. Coordinator at the April 15,
2002 Vienna, Austria
Conference, “ Low Tech, High
Effect: Care for Women and
Infantsin Disasters’
sponsored by Johnson &
Johnson.
IR-1: Increased | 25 | % of rural PAswhich havean | Each of the 8 rural PAs that
availability of MOH facility or CMW(s) has a health facility has at 100% | ARI
select MCH trained through CS-17 in ARI |east one staff person trained Mal.
servicesin or malaria case management. in ARI/malariacase
Liben. management.
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Indicator source

Result/ IR # Indicator Midterm Progress Target | Interv.
26 | % of rural PAswith TBAs Each of the 36 rural PAs has
trained in HB-LSS® at least one TBA trained in 100% | MNC
HB-LSS.
IR-2: 27 | % of children under five Community Case
Documented assessed for pneumoniafor Management has not been 80% ARI
quality of select which CMW reported initiated yet due to delays
community completing all PCM steps resulting from GOE policy.
MCH services correctly.
inLiben 28 | % of mothers/newbornswith | The exact number of
District. complications for which complicated deliveries 50% MNC
TBAsreported completing all | required for the denominator
HB-L SS steps correctly. isnot available. Asa
surrogate measure the records
of 14 complicated deliveries
were reviewed. It was found
that 36% (5/14) of TTBAS
had completed all the HB-
L SS steps correctly.
IR-3: Increased | 29 | % of mothersreporting either | Theseindicators require KPC
maternal fast breathing or difficult results, Therefore, they can 65% ARI
knowledgein breathing as a sign of child not be assessed during the
Liben District of illness needing treatment. MTE.
selected MCH 30 | % of mothers who report
issues. knowledge of at least 2 50% MNC
maternal danger signs during
the postpartum period. @
31 | % of respondents who Theseindicators require FHI
identify consistent condom assessment midterm results, 50% HIV
use, mutually monogamy, and | which have not been collected
abstaining from sex, as yet.
methods of reducing risk of
HIV.
32 | % of respondents who 25%
identify 2 or more incr. HIV

signs/symptoms of STls.

Indicator sources: 1: CS-13; 2: Current DAP; 3: KPC 2000+ CATCH / KPC 2000+; (') indicator modified.
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SUMMARY FINDINGS, CONCLUSIONS, RECOMMENDATIONSAND ACTION PLAN

ANNEX G

SUMMARY FINDINGS and
CONCLUSIONS

RECOMMENDATIONS

INITIAL ACTIONS

PERSON(S)
RESPONSIBLE

PROJECT OVERVIEW

1. The SC/Liben CS-17 Project

incorporates severa promising and

innovative dtrategies:

» HB-LSS

» Digtrict HIV/AIDS Council’s
Community Capecity Building
initiatives.

> Integration of DAP and CS
program activities through joint
EPI, ANC and FP outreach.

» The potentia for CCM.

1. Document project successes and advocate for
their adaptation to other project sitesin Ethiopia

and other Child Surviva Projects throughout the

world.

1. Collect information on
program SUCCESSES.

1. Health Sector
Manager, with the
support of the M&E
Coordinator, the EFO and
SC/HQ.

HIV/AIDS

2. VCT capacity in Liben District is
limited to the sparse services
availablein Negedle Hospitdl.

2. Build the capacity of the Digtrict in VCT.
More staff in Negelle Hospital need to be
trained in counsdling and referral mechanisms
need to be established at the hedlth facility level
that will involve orientation and training of
MOH staff and the establishment of a
monitoring system to track referrals from the
outlying health facilities to the hospital.

2.a. Assess the sustainability of
the supply of reagents.

2.b. Identify training
opportunities for hospitd gtaff in
counseling.

2.c. Strategy for increasing
demand for VCT services.

2.d. Assess infrastructure needs

2. Medical
Director/Negelle
Hospital, the Oromia
RHB and the Health
Sector Manager.

3. Mothersliving in the towns report

3. The project should explore opportunities to

3. Explore the potentia for

3. SC/HIV/AIDS Unit

that they are learning about health exploit dl types of media (TV and radio) developing and placing hedlth Head with the support of

through TV and radio, which are available in the project areafor communicating | education adson TV and radio the CS-17 Training

becoming increasingly available. IEC messages on HIV/AIDS. that would appear in Liben Coordinator and the EFO.
District.
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SUMMARY FINDINGS and
CONCLUSIONS

RECOMMENDATIONS

INITIAL ACTIONS

PERSON(S)
RESPONSIBLE

MATERNAL/NEWBORN CARE

4. The Digtrict is unable to respond to
obstetric emergencies and therefore,
women are put at risk of maternal
death.

4. The EFO, aong with other NGOs,

multilaterals and government agenciesinvolved
in maternal health, should advocate for a change
in the GOE policy that restricts the use of c-
sections and other EOC surgical procedures to
obstetricians, so that general practitioners can be

permitted to do these procedures upon

completing an appropriate training program.

4.a. Advocate for change in GOE
policy restricting care for
comprehensive obstetric
emergencies to obstetricians.

4.b. Solicit funding to cover costs
of training ateam from Negelle
Hospital (1-2 generd
practitioners, one scrub nurse and
one anesthesiology nurse) and
address related infrastructure
needs.

4.c. Pursue development of

4.a. EFO

4.b. EFO and SC/HQ

4.c. SC/Liben MCH Unit

emergency transportation plans at | Head and the SPAs.
the community level once EOC
services are available at Negelle
Hospital.
5. There is no regular mechanism for | 5. The Project should assist Negelle Hospital in | 5. Establish protocols and regular | 5. Medica

ng and reviewing complicated
deliveries and materna mortality in
Liben Didtrict, the information from
which could be used to improve
practices and the quality of care.

establishing aregular system for reviewing
complicated deliveries within the District,
interviewing the involved TBA, hedlth workers
and women to assess whether all the necessary
steps were followed and identify areas needing

improvement.

meeting times to review cases.

Director/Negelle Hospital
and the SC/Liben MCH
Unit Head

6. The TBAsreport lack of accessto
gloves for deliveries, whichisa
growing concern with the increasing
presence and awareness of
HIV/AIDS.

6. The project needs to develop sustainable
mechanisms for ensuring a consistent supply of

ddlivery glovesfor TBAs.

6. Identify interna Save the
Children expertise on RDFs and
assess feasibility within Liben
context and explore other supply
SOUrCes.

6. MCH Unit Head and
Health Sector Manager
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IMMUNIZATIONS

7. Two hedlth facilities lack
functioning refrigerators and some
lack EPI cards, which islimiting EPI
coverage.

7. Providing the promised cold chain equipment
and EPI cards as soon as possible needs to be a
priority as further delays will directly limit the
intervention’ s impact.

7.a. Supply refrigerators as
required in the DIP.

9.b. Reassess need for EPI cards
as needed.

7. EPI Unit Head

8. Some mothers expressed concerns
about having their children
immunized due to perceived side-
effects.

8. The project needs to work closely with the
HACs, BHTs and TBAs through the SATsto
further assess the nature and underlying causes
for any community misconceptions about the
safety and efficacy of childhood vaccines, and
develop responsive |EC strategies.

8. Implement FGDs with mothers
to identify extent of the belief

and if necessary develop IEC
messages to counteract false
perceptions.

8. EPI Unit Head, the
SPAs and the Training
Coordinator.

MOBILIZATION OF COMMUNITY LEADERS AND TRADITIONAL PRACTITIONERS

9. The MTE Team found that the
project has achieved solid

community involvement through its
participation as CHWs and in project
activities. These workers and
activities need to continue beyond the
life of CS-17.

9. The project needs to identify and
institutionalize rewards the communities are
willing and able to provide as incentives to the
CHWSsto ensure their continued volunteering
with the project and the ability to recruit new
CHWs as others move on.

9. Bring the Project staff and
partners together to design a
system of incentives for
community volunteers, which is
sustainable by the community
itself.

9. Hedlth Sector
Manager, Area Manager,
senior Liben staff and
program partners.

COMMUNITY CASE MANAGEMENT OF CHILDHOOD ILLNESS

10. SC/Liben will need technical
support in designing and
implementing the CCM strategy.

10. The direct and concentrated involvement of
the EFO technical backstopping staff will be

required for the adaptation of the CCM training
materials and related |EC strategies aswell as

10. Hold atraining meeting to
develop an action plan for the
design and implementation of
CCM

10. EFO backstopping
staff, the Health Sector
Manager, the MCH Unit
Head, the Training

the overal planning and implementation of Coordinator and
CCM. representatives from the
MOH.
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11. A system that can provide a
consistent supply of antibiotics and
antimalarials for the CMWs needs to
be developed. Options include the
development of arevolving drug
fund and/or improved supply systems
through the MOH.

11. Technica and administrative support is
going to be required throughout the planning
and early implementation of the RDF or other
mechanisms for improving drug supply within
MOH facilities.

11. a ldentify and access
individual (s) with both practical
experience and expertise in the
design and development of
Revolving Drug Funds.

11. The Health Sector
Manager, the EFO and
SC/HQ.

CAPACITY BUILDING OF THE MOH

12. The GOE policy of
‘decentraization’ has limited the
technical and administrative capacity
of the DHO and the DHMT.

12. The project needs to reassess the current and
projected capacity building needs of the new
DHO within the context of the remaining CS-17
project and the long-term needs related to its
sustainability plans. This could require
significant restructuring of the project,

especidly if amagority of these needs cannot be
resolved through localy available sources.

12.a. The potential for growth
within the DHO needs to be
assessed, which will involve
review of any financia and
technical resourcesthat it can
access through the Zonal,
Regiona and Nationa
Governments and other sources.
12.b. All meansfor accessing
technical and financial resources
from outside the DHO need to be
assessed and if feasible, pursued,
including the possibility of
contracting with Negelle Hospital
for technica support using DHO
budget funds.

12. The Health Sector
Manager, the EFO and
the members of the
DHMT and DHO.

STRENGTHENING HEALTH FACILITIESAND WORKERS

13. Thereis an absence of well-
written meeting minutes, necessary to
track progress on some of the project
indicators.

13. Training on recording meeting minutes is
required for the SATs and through them, the
HACs.

13.a. Design and implement
training.

13.b. Followup supervision and
review of minutes.

13. Training Coordinator
and the SPAs.

14. CS-17 staff report not having
received technical support in the
design, implementation, monitoring
and evaluation of training plans and
curricula Thisis especidly timely
with the start of CCM approaching.

14. Increase the capacity of the CS-17 staff in
the design, implementation, monitoring and
evaluation of training materias and programs
through the provision of TA, support and
resources from the EFO that can be made
available to the staff in Negelle.

14.a. Complete a more in-depth
assessment of the capacity
building needs.

14.b. Collect and share materials
on training with the SC/Liben
staff.

14. EFO and Training
Coordinator
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15 In FGDs with the SPASs, they
relayed frustrations expressed by the
CHWs that they do not receive per
diems for the HAC meetings they
attend, which is different from their
experience during the project
trainings when they did receive per
diem for attending.

15. The extent of the frustrations expressed
about per diems needs to be assessed further
and, if necessary, senior project steff (i.e., the
Health Sector Manager and/or the Impact Area
Manager) need to meet with the CHWsto
discuss this issue and come to consensus on
solutions if need be.

15. FGDs with CHWs to assess
the extent of the frustration and
to determine next steps.

15. FGDs can be done by
the SPAs and then based
on results, involve the
Health Sector Manager
and/or the Impact Area
Manager in meetings with
the CHWs.

SUSTAINABILITY STRAT

EGY

16. It is apparent from the DIP and
verified in this MTE that the DHO
will not be able to adequately support
this program beyond the life of CS-
17 without continued outside support.

16. The project needs to identify and access all
currently and potentially available sources of
support for project activities to continue beyond
CS17.

16. Seethe Initid Actions
proposed for the MOH
Strengthening Recommendation
above.

16. Health Sector
Manager, the EFO and
SC/HQ.

17. “ Sustained incresse in the use of
key health services and improved
MCH practices at the community
level” are crucial to the sustainability
of project services. However, dueto
the lack of a population-based survey
during this MTE, the project will not
know its progress on the KPC-
measured indicators until the FE,
when it will be too late to make
adjustments.

17. The project should consider implementing

an abbreviated KPC using LQAS in the summer
of 2004 to assess progress on household
knowledge/practices and identify any areasin
need of improvement.

17.a. Assessthe budgetary
implications of doing the survey.
17.b. Identify and access
expertise to design and
implement the survey.

17. Hedlth Sector
Manager, the EFO,
SC/HQ and the local
partners.

STAFF TRAINING

18. CS-17/Liben were consistent in
expressing the need for further
training that would improve their
work on the project and their own
professiona standing.

18. Implement a training needs assessment and
plan for the staff with the god of improving
their work with the CS-17 project and also
enhancing their employability upon its
completion. This plan should include the SPAs
aswell as the senior health staff.

18. Develop adetalled list by
individual staff person on
training topics.

18. Training Coordinator
and the other Liben CS
staff and partners.

SUPERVISION OF PROGRAM STAFF

TheLiben CS-17'sgreatest assetsare | N/A

N/A

[N/A
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its staff and the relationships it has
developed with the program partners
and communities.

19. The senior Liben CS-17 staff
have not been meeting regularly,
primarily due to the frequent changes
in the Health Sector Manager
position since the beginning of CS-
13. This has probably contributed to
the number of delays the project has
experienced.

19. Regular staff meetings, involving the Health
Sector Manager, the Unit Heads and the M& E
and Training Coordinators, need to be restarted
as soon as possible. It is suggested thet initialy
they occur on aweekly basis at the same time
and place. They can then be scaled back as
seems prudent.

19. Reestablish regular meetings
of the senior hedth and M& E
staff.

19. Hedlth Sector
Manager, with the Health
Unit Heads and the
Training and M&E
Coordinators.

20. Responsibility for both MNC and
the CCM interventions (CDD, AR
and malaria) rests entirely with the
MCH Unit Head. Together these
interventions are 55% of the total
planned intervention-specific effort,
which might be too much for one
person.

20. The workload for the MCH Unit Head needs
to be reviewed and probably adjusted prior to
the startup of the CCM intervention.

20.a. Review the MCH Unit
Head Position Description

20.b. Consider the addition of
staff, sharing responsibilities with
other current staff, or some other
arrangement.

20. The Impact Area
Manager and Health
Sector Manager with the
MCH Unit Head.

21. One third of the project health
facilitiesin Liben and the
communities they serve have yet to
be served by SPAs due to the delay
in hiring.

21. The three remaining SPAs need to be hired,
oriented and placed in the field as soon as

possible.

21. Complete the hiring process
as soon as possible.

21. Hedth Sector
Manager and Training
Coordinator.

LOGISTICS

22. Only two of the six (and soon to
be nine) SPAs have a motorcycle,
which greatly restricts their accessto
the community, a critical factor
especially with the proposed start of
the CCM activities and the
establishment and support of the
Revolving Drug Fund pharmacies.

22. With the delays experienced to date and the
amount of work that needs to be accomplished
in the most rural, underdeveloped PAsin Liben
Digtrict by the end of CS-17, SC needsto
provide one motorcycle for each SPA.

22. Negotiate borrowing DAP
motorbikes (originaly purchased
for EPl) or seek authorization to
purchase them.

22. The EFO, Impact
Area Manager, Liben
Impact Area
Adminigtration and the
Health Sector Manager.
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INFORMATION MANAGEMENT

23. Community level datais not
being collected, recorded and
reported on consistently or
accurately, due to CHW and HAC
confusion about the forms and the
process.

23. The project needs to reassess its information
needs starting at the community level, focusing
initialy on the information the CHWs will use

to improve their work and involving them in the
process.

23.a. Practical TA isneeded on
the design and development of
community-based health
information systems.

23.b. FGDs need to be held with
the CHWs to identify their
information needs and secure
their support for collecting the
data.

23. M&E Coordinator,
the Training Coordinator,
the SPAsand a
community-based HIS
expert.

24. The project has experienced
severa delays and difficultiesin
developing and adapting the software
database for the DHO — the primary
chalenge being its complexity and

the question of whether the DHO can
effectively use a computerized
system.

24. The capacity of the DHO to effectively usea
computerized HIS needs to be reevaluated and
any adjustments to the plan/strategy be made.

24. The M&E Coordinator,
Health Sector Manager and
members of the DHMT need to
review the strategy for
developing this software,
determine whether it remains
viable, and identify next steps.

24. M&E Coordinator,
the EFO/IT, the Hedlth
Sector Manager and the
members of the DHMT.
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TECHNICAL AND ADMINISTRATIVE SUPPORT

25. The Liben CS staff identified the
following areas requiring technical
assistance and suggested strategies:
TOPICS:

>

YV WV V V

NGO and project planning,
management and supervision
Budgeting and financia
management

Production of IEC materials and
documenting program SUCCeSSes.
Development of training
meaterials.

M&E

STRATEGIES:

vV V VYV VY

Regularly scheduled site visits by
the EFO.

Updating the established health
and training library.

Exposure visits to other project
sites and between SPA sites.
Attending relevant training
workshops and activities.

25. The EFO needs to commit to making regular
Stevisits at least once every quarter and more
frequently during key pointsin the life of the
project, such as during the design of program
activities, the testing of training curricula, the
startup of new project initiatives and al major
evaluations and assessments.

25.a. Establish a schedule and
agendaitems for EFO gite visits.

25.b Plan exposure visits for
SPAs.

25.c. ldentify appropriate training
opportunities.

25.a. Hedlth Sector
Manager, Liben CS staff
and EFO

25.b. Training
Coordinator and SPAs

25.c. Training
Coordinator, EFO and
SC/HQ.
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ANNEX H

VISIT TO SCIMPACT AREA —LIBEN DISTRICT (NEGELE)
14/8/03 — 19/8/03
STANLEY O. FOSTER MD, MPH
VISITING PROFESSOR OF INTERNATIONAL HEALTH
EMORY UNIVERSITY'SROLLINS SCHOOL OF PUBLIC HEALTH
ATLANTA GA 30322; email:sfoster @sph.emory.edu

BACKGROUND

In 1993, | was privileged to review the Child Surviva 13 DIP for USAID. |

found the DIP to be the best of the many Child Survival Projectsthat | have

Seen.

The DIP was idertified as a great opportunity for MPH student learning;

permission to use the data for teaching was requested from SC Westport and

received.

In the spring 2003, 66 students studied your CS project. The group was

divided into 6 groups. Each group was further divided into 4 sections of 4

each with responghility for: child preventive, child curative, maternal and

neonatd, or HIV AIDS. Each group analyzes the data from the CS 13 KPC or

the recent DHS for Oromiya. The students made two presentations: 1.

identifying the major problems, and 2. proposing intervention strategies. The

presentations are oral with PowerPoint backup. One such PowerPoint is
posted on the wall behind Solomon’s desk.

Over theyears, | have read with admiration the documentation of progressin

the CS 13 midterm and fina evauations, and the CS 17 DIP.

My current trip as avigtor to your project has four purposes.

0 Tothank you for dlowing usto watch from a distance, to congratulate you
on the excellence of your project, and to thark you for the privilege of
using your data

0 To observefirst hand the organizationd structure and activities of CS 17.

0 To gan abetter understanding of Health Action Committees and Bridge to
Hedth Teams.

0 Toligten to your achievements and your concerns.

METHODS:
Review recent documents and reports
Vigt two Hedth Stations, Gande and Jdola
Vigt the Digtrict Medica Officer, the EPI unit, the Pediatric Ward, and the Statistics
unit.
Listen to sdected staff asto their achievements and concerns
Hold a pre-departure didogue with available CS 17 gaff
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FINDING

S

The greatest surprise and in many ways the most exciting was learning of the
multisectorid strategy of the SC Impact Area. The evolution of relief to
Human Hedth (Child Surviva), Naturd Resources (Anima Hedlth, Range
Land Management, and Water Development), Education and Assets/Income
Diverdfication is extraordinary and merits documentation and sharing.
Didogue with HACs and BHTs affirmed the read-about ownership of the
project by the communities

Discussons with the HAC, BHTs (including TBAs and herbdists) members
documented sgnificant capacity building in terms of knowledge of disease
transmission, prevention and trestment. In aresponse to a question as to what
they were most proud of, responses included family planning, prenata care
and practices during pregnancy, ddivery, care of the newborn, immediate and
exclusve breast feeding, supplementation a 6 months, immunization and
trestment of illness, and HIV prevention.

HAC and BHT members dso identified barriers to effectiveness (dl of which
hed been identified to me by project g&ff) including:

0 Lack of ability to get Sick patients, especidly obstetric emergencies, to
the hospitd. Communications and trangport were identified as the
major obstacles.

0 Lack of essentid drugs (“undermining our advocacy on the need for
early and qudity car€’); the current systems provides a fixed amount
of drug to each hedth facility; fees collected for the drugs are returned
to Minigry of Finance; no system exigts for the replenishment of drugs
(discussions on revolving funds are currently in processin the MOH).

0 Lack of glovesfor TBAs.

An additiona complicating factor is the aasence of a surgeon or gynecologist

at the Negele Hospital to address obstetric emergencies. Lagt year, only 8 C-
sections were carried out among 375 deliveries, just over 2% (versus an
expected norm of 10-15%. Severe cases (ruptured uterus, placenta previa, and
abnormal lies are referred to Awasa 300km and 6 hour drive to the north.
Criticd cases are unlikely to survive such areferrd.

A VISITOR’'SRESPONSE TO CONCERNSRAISED BY PROJECT STAFF

HIV/AIDS

Theratesof HIV positivity reported from Negele Hospital are alar ming,
Tablel

Table 1: HIV Positivity at Negelle Hospital
Ethiopian Year Positive Negative | Total and %
Positive
93 97 103 200 (48.5)
94 88 125 213 (41.3)
95 182 254 436 (41.7)
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These reaults are difficult to interpret as the hospital aggregates results from 4
groups: 1. volunteer blood donors, 2. commercia blood donors, 3. VCT
participants, and 4. suspect patients. In discussions with DHO, future results
will be reported by risk groups.

Although the tests being used at the hospita are highly reliable, independent
accreditation of the HIV lab is absolutely essentid. If the results are
confirmed, thisis a public hedth emergency and will chdlenge the current
understanding thet HIV in Ethiopiais predominantly an urban disease.

Until proved otherwise, the reported seropositivity mandates that the issue of
glovesfor TBAS be addressed immediately.

Capacity Building
- From the limited sample of Hedlth Workers, HACs, and BHTs in two

Kabdles, CS 13 and 17 have been very effective in building and strengthening

capacity (CONGRATULATIONS-AMONG THE BEST | HAVE EVER

SEEN).

Maintaining this capacity requires more than training, it requires three things:

continuing education, supportive supervison, and quality assurance.

This can best be achieved, my monthly supportive supervison viststo each

hedth facility to carry out the following tasks:

0 ldentify and commend them on strengths and achievements

0 Toligen to their concerns and work with them to address them

0 To collect data on key program dements using a short maximum two page
check list (modify check list developed by WHO EP!) such as drug
supply.

0 Holdacontinuing education sesson on aspecific topic (EPI, Maternd
Neonatd, HIV, Family Planning, Nutrition, Hygiene, etc). Staff would be
crosstrained to fill out check ligt; individud staff members would have
respongbility for 1 (maximum) 2 Kabellis per month. Two day vistsare
preferable and would alow them to probe in depth their area of expertise.

Case Management

The Hedth Assgtants at the two Hedth Stations visited (one government and one
SC) described trestment of diarrhea and pneumonia correctly. (Smplified hands-on
observation, preferably a Negele hospitd, is needed to verify clinica competency).
While not currently alowed by the MOH, community treatment especidly for
mdariaisunder discusson. Should SC embark on community treatment, it is
suggested that lessons learned in the CARE Siaya project in Kenya be reviewed.
Community trestment can not be started without ensuring aregular supply of
affordable quadlity drugs. Again the Saya experience with community operated
revolving drug funds meritsreview. Need for community treatment may vary by
Kabdle. In Gande, most of the population had access within 2 hourswalk. In
contrast, Jdola catchment area reportedly extends to 6-8 hourswalk. Clearly where
access is possible, hedth assstant treatment is preferable.
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Monitoring

The CS 17 DIP has aredistic monitoring plan.

Discussions with the M& E officer identified the current tracking of CS 17 on
23-26 forms. Thisisfar in excess of that required by the CS 17 DIP.

In response to this request, Attachment 1 has been prepared for SC Addis.
Should &fter reading the midterm review, these comments appear useful; SC
Addis would be the appropriate channd to provide them to SC Negele.

FUTURE CONSIDERATIONS

Diarrheaisamgor cause of morbidity and mortality in children under five. Diarrhea
isaso amgor contributor to weight loss, malnutrition, and chronic child ill hedlth.
Roughly, one quarter of OPD vidts are for diarrhea, Figure 1.

HEALTH FACILITY REFORTS OF 3318 DIAGNOSES; LIBEN - ETHIOFIA
APRIL Z002-MARCH 2003, SAVE THE CHILDREMN IMPACT AREA
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Traditiondly, the diarrhedl strategy has focused on trestment. Recently, introduction
of home chlorination of water has proved very effective in reducing the incidence of
diarrhea. Table 2 below demongtrates the synergistic impact of multiple diarrhea

prevention strategies.

PREVALENCE OF DIARRHEA BY
INTERVENTION, HOMA BAY

INTERVENTION % DIARRHEA <& IN

LAST TWoO WEEKS
MNone 21.2
Water 16
Water & Latrine 21
Water & Klorin 7.5
Water & Latrine & 3.2
Klorin

More information on Safe Water can be found on the CDC website
(http://mww.cdc.gov). Search for Safe Water and you will find the Safe Water

Manud online
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BACKGR

OUND
In response to arequest from M&E Liben Impact Areato assess the current

ATTACHMENT 1- MONITORING

and proposed information system for CS 17, | have reviewed both the current
27 forms and the MOH HIS format adapted to Liben.

These are far in excess of the DIP monitoring plan and indicators

My findings are prepared for SC Addisfor their information and action as

appropriate.

CS17MONITORING FORMS

Liged in Table 1 is my assessment of the M& E forms with suggestions for SC
congderation.

*** Useful to program management

# Subj ect rHx
20 | Family Yes Accountability for Commodity Use
Planning In this format or GOE HIS
Better to divide category into two (new acceptors, continuing)
Suggest remove remarks here and all forms — major burden on data entry
21 Counsdling No Real question is whether KAP has been changed — the final KAP survey is the best way to measure this
Sessions
22 Deliveries ? In 2002, only about half of deliveries were reported. Without denominator, difficult to interpret. Would
defer to ACNM, e.g. Lynn Sibley on this
23 | VisittoHF No Better captured in reportable diseases, EPI, and MCH data
Form as propose not useful
24 Promotional No A lot of activities are being carried out by volunteer HAC andBHTs. A lot of paper work is of limited vdue
Activity especialy as some are not literate. Monthly meetings ( see supportive supervision below will be adequate to
determine)
25 Morb and Yes An analysis of data reported (see graph above) show that 10 conditions account for most childhood illneses
Mort Mod | TheHIS form shows 51 diseases, a disaster. WHO recommends 19, many of which can not be diagnosed
without alaboratory. A selection from the 19 which can be diagnosed clinically is suggested.
26 BF No Like above # counseling sessions poor predictor of behavior change, rely on KPC to document changes
27 | Family Ration | ? NOT MY FIELD
Distribution
28 Growth No Children are weighed to help the mother (congratulate if growing, counseling if weight falling). Current
monitoring strategy is to focus on the most vulnerable (0-2) and to focus not on percentiles but on sope (gaining, flat,
results declining) with appropriate counseling. Most important would to include Hts and Wtsin final KPC to
compare to 2001 Nutritional Survey.
29 | TT Women Yes Used at HF and District Level, plotted
30 | EPI <1s Yes Ditto
31 Equip. Trans. No Should be monitored at HQ by transport system
HF equipment better monitored by monthly visit (See SSV below), this form of monitoring increases
probability of appropriate action
32 Births No As most births occur at home, administrative estimate adequate
KPC data will provide valid data on delivery by attendant type
33 Mat NN No Very low sensitivity, unless ongoing monitoring of the population
Deaths
34 Referrals No Without surgeon at hospital to do C-sections, value of referral limited
35 | Community. No Better captured on supportavisory SSV check list (see below)
With HAC,
BHT, Alarm
Fund
36 | Availability Yes Absolutely essential asit is key arealimiting program effectiveness. Better to assess on monthly SSV visit
Essential and analyze from check list rather than routine reporting (HIS format also a possibility —only if adionsare
Drugs and taken — no evidence of that at moment)
Transport
Fund
37 Drug and No Presence of fund unimportant, effective function more important, include on supervisory check list
Transport
Funds
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38 DHT meetings | Yes Best captured by monthly meeting with DM O as to the process actions taken and follow up —minutesof this
meeting best are best indicator here

39 MOH HAC Better capture SSV visit, did the meetings occur, what happened, actions taken
BHT Meet.

40 CMW Yes Provided the issues of CMW using drugs and drug availability are solved, monitoring of introduction
Training important.
Supplies

41 Health Ed No Like counseling and promotion, written reports divert attention to paper work. Real key hereiswhether or
Activities not KAP are changing (better measured in KPC) Have the BHT and HAC report on their activities orally

during SSV visit

42 Pneumonia ? Very difficult to monitor, requires regular review of log of patients treated, quality assurance of case
Treated management, and adequacy of drug supply.

43 PAs with Yes Semi or Annual audit by training unit (trainees by Kabelle and Pas) meeting with HACs, important to look a
trained TBA both numerator (trained, HBSS steps completely) and denominator (total TBAsin PA,

44 | Schoolswith Yes List of all schools by kabelli, clubs, members, active
HIV clubs

45 School HIV ? Need to determine how these data are to be used, does the use of the data justify work in collection and
Activities collation

46 HFHIV ? Clients requires VCT availability
Activities ? ready for this yet

a7 Training Yes Easy to collect; poor predictor of performance, assessing and upgrading performance are key to capacity

building

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003 100




ANNEX |

Ethiopia Trip Report
July 2-21, 2003
Winifride Mwebesa

|. Purposeof thetrip

Review the Liben Digtrict Safe Motherhood Modd using the Household to Hospital
Continuum of Care gap andyss matrix to determine if key components needed to reduce
materna and neonatad morbidity and mortality are included.

Determine current practices by health workers/ trained TBAs a hospitd, periphera
fadlities and community levels regarding the management of pregnancy and ddlivery -
related complications.

Identify gaps and barriers to effective practice.

Identify actions needed to improve and strengthen the system in place.

Provide feedback on findingsto CS-17 MTE.

I1. Background information.

Save the Children has supported 2 Child Surviva projects throughout Liben District Snce 1997,
CS-13followed by CS-17 with activities that focus on maternd and newborn care. A third
project Development Assstance Program focuses on nutrition, family planning, breastfeeding
support as well as food security and livestock management.

Liben Didtrict in southern Ethiopia has atotal population estimated in 2002 at 138,310. 75 % of
the population isrurd and lives in scattered and temporary pastora settlements grouped into 42
Peasant Associations or PAs. The economic maingtay is livestock but frequent droughts have led
to adepletion of herd numbers.

Women between the ages of 15 and 49 make up 22.9% and pregnant women account for 5% of
the total population. The crude birth rate is 46.4 annud live births per 1000 total population or
approximately 6400 annud live births. The MMR for 1994 -1999 is estimated at 871/100,000
live births (Ethiopia DHS 2000) but could be as high as 1800 deaths per 100000 live births
(WHO/UNICEF/UNFPA mode egtimate for 1995). The NMR is estimated at 49 per 1000 live
births and the IMR at 83/1000 live births.

MOH hedth fadilitiesin the Didtrict include Negdlle Borana Hospitd, 6 clinics and 3 hedth
posts. Clinics and hedth posts are staffed by 2-3 hedth workers and provide primary hedlth care
services.

According to a KPC survey conducted in 2001, birth assistance by a skilled attendant was only
11%, with 29 % of deliveries attended by untrained TBAs and 35 % of ddiveries by afamily
member, friend or the woman hersdf. Materna knowledge of danger signs that would prompt
seeking for care was very low.
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CS-17 currently in its second year (October 2001 — September 2005) aims to reduce maternal
and under-five deaths by increasing community demand, support and use of key materna hedlth
service and by improving provider capacity to address the health needs of mothers and children
under 5.

To achieve these objectives, the following activities are being implemented:

Community mohilization by involving the community in increasing awareness about ssfe
motherhood and generating a supportive environment.

Increase access to life- saving measures a community level and within the home by
training TBAsin Home Basd Life Saving Skills (HBLSS).

Improve provider capacity by training hedth facility saff in Life Saving Skills (LSS)

The American College of Nurse-Midwives provided assstance in training.
[11. Methodology

SC has devel oped a systems approach to Safe Motherhood that includes the household, the
peripherd hedth facilities and the hospital. At each leve of care, key interventions have been
effective in improving materna and neonatal outcomes.(Annex f: The Household to Hospita
Continuum of Care).

SC assessestheleve of care available congdering the basic interventions that can be performed
in the home (where most women in this setting deliver) and building on progressively as skills
and supplies gradudly improve, to the quality of Emergency Obdtetric Care available at the
highest referrd levd inthe didrict. By identifying and addressing where possible gapsin the
system, SC hopesto link the 3 tiers and create a household to hospital continuum of care.

Data was gathered from different sourcesincluding:
Project documents
SC workers e field office and at hedlth facilities
MOH workers at hedth facilities
Community volunteer hedth workers.
- Bridgeto Hedth Teams (BHTS)
- Hedth Action Committees (HACs)
- Traditiond Birth Attendants (TBAS)

In addition to reviewing secondary data at the field office and hedth facilities, the evaluation
involved collection of primary data. Data was collected through:
Interviews with hedth care providers to evauate the knowledge and skillsin RH care
sarvice ddivery during pregnancy, ddivery and the early postpartum period with afocus
on the management of obstetric complications.

Ingpection of hedth facilities usng checklists to assess the availability, adequacy and Sate of

medica equipment, drugs and supplies available to provide hedlth care services. Focus group
discussons with community members including local TTBAs, HAC (Hedth Action Committee)

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003 102



members and BHT (Bridge-to-Hedth Team) members to assess the knowledge imparted to the
community through community education sessons and leve of the skills achieved by TBA
training. Inquiries were made about the existence of financiad schemes to fund emergency
obstetric care and the qudity of the referrd and transport system linking the community to hedth
fadlities

Unfortunately due to time condraints,

- Only 4 clinics and Negelle Borana Hospital were visited, as the hedlth posts were too
digtant. One might assume that qudlity of services a hedlth posts might be very different
from what was observed in clinics.

It was as not possible to directly assess the type of care provided to patients, which could
have been done by observing TBAS carrying out HBLSS, or hedth facility saff

managing obstetric complications ether in dinics or at the hospitd.

No exit interviews were conducted to obtain patient perspective on quality of care.

Furthermore, CS-17 is currently in its 2" year and TBA training has not been completed.

Feedback on data collected was shared with CS-17 MTE team leader prior to leaving Negelle.
The evauation addressed the following questions:
How effective has community mobilization been in cresting awareness about pregnancy
related issues?
How much support has been generated at community leve for pregnant women and
infants?
Has community education on danger signs led to increased referrds/ decreased delaysin
referrds of women in need of Emergency Obstetric Care?
How has TBA training improved the management of cases at household level and isthere
any documentation to that effect?
What isthe current quality of care provided to pregnant women at each level: peripherd
hedlth facilities (clinics, hedth posts) and & Negelle Borana Hospitd in terms of
Essentid Obstetric Care and Emergency Obgtetric Care?
What input is needed to strengthen and improve the sysem?

V. Findings
A. Community mohilization for MCH services.

SC community intervention focuses on reducing the delay in seeking care by mohilizing the

community to increase awareness of obstetric complications. Selected members of the

community are involved in the process including:
HACs (Hedth Action Committees) and BHTSs (Bridge-to-Hedth Teams from CS-13
program), which have been established in each PA (Pastoral Association). Each HAC is
composed of 10-12 community members, mosly mae (BHTSs, dders, influentid leaders,
kebele chairperson) and staff from the nearest hedlth facility who serve asintermediaries
between the community and the hedlth centers. They assst their communitiesin
identifying hedth problems and planning and implementing solutions. HAC provide
leadership by supporting the 4-6 BHTs and al the TTBAsin the kebele. HAC collate
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datafrom TBASs, BHTs and the community and report to hedth facility saff. They
review hedth information with Senior Program Assgtants a hedlth facilities

BHTswho are traditionaly accepted community based providers and include a chereti
(wisewoman often aTBA), awiseman (traditiond heder) and ayoung traditiond
apprenctice. BHT members were former local traditional hedlers and TBAS, bonesetters
and herbaists. There are 450 BHTS, organized into 150 three-member BHTSs.

TBAS, mature women, known by the community to provide assstance to women at the
time of ddlivery. 308 TBAS have been identified and are included in the training program.

CBRHASs, Community Based Reproductive Hedth Agents though not involved in educating
mothers and their families about the danger Sgns of pregnancy aso offer invauable services.
They provide information and counsding on FP, HIV and STDYSTIs. They distribute condoms
and contraceptive pills and refer couples requiring other methods (injectables, IUDS) to hedth
fecilities. CBRHASs report to loca hedth facilities.

HACs, BHTs, TBAs and CBRHAS have been trained to provide hedth education and basic
hedth services and promote the use of formd health services.

- Training of HACs and BHTs includes topics to be promoted during community
education sessions. Thetotd training period covers 10 and 12 days respectively and
includes a 3-day orientation on Home Based Life Saving Skills. A refresher course of
1 week took placein 2002. 485 HAC members and 440 BHT members have received
traning.

Training of CBRHASs follows the MOH curriculum and includes information on RH,
Anatomy, counsaing methods for FP, IEC/BCC, MCH, referral and follow up,
management of community based RH services and HIV/AIDS education. A totd of
114 CBRHAS have been trained.

Training of TBASin HBLSS (see 1.2)

Community education sessions:

Committee members and TBAS offer health education at community getherings (rligious,

market days, clinic days). Localy adapted IEC materids have been produced and include
flipcharts, posters and even t-shirts decorated with health messages. Folk performances area
popular form of entertainment and heglth education messages have been incorporated into drama
performances.

Content of community education:
ANC and pregnancy related danger Sgns
Nutrition
Exdusive Breagtfeeding and complimentary feeding
Family Planning
HIV/AIDS education
STI1¥/STDs education
EPI
Early recognition and response to Fever/Mdaria
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Early recognition and response to dehydration
Early recognition and response to pneumonia
Sanitation

BHTsand TTBAS have been very active in creating community awareness about the recognition
of danger sgns during pregnancy. FGDs with community members (HACs, BHTs, TTBAYS)
reveded that the community has responded well and is actively promoting better care during
pregnancy, childbirth and the neonatal period. The knowledge of danger sgns has enabled them
to understand the importance of getting proper care for obstetric complicationsin lieu of
traditiond medicine.
- Membersinterviewed were able to cite a least 3 danger sgns during pregnancy and after

ddivery.

Community members interviewed state that the educeation received from SC has

empowered them and enabled them to access better care for their mothers and children. It

has aso provided an opportunity to emphasize the need for FP and prevention of

HIV/AIDS and STls.

Advocacy for safe motherhood is going beyond PA boundaries; communities fed the

need to reach out and involve neighboring PAs that are not exposed to SC interventions

(Gende).

Partnerships have been established between communities and associated health facility

personnel.

B. Traning of TBAsin HBLSS

TBAS receive training on:
- Prevention of anemiaand tetanus
Clean, safe home deliveries and immediate newborn care
Home monitoring during the postpartum period
Recognition, initid management and gppropriate referrd of selected complications
such as materna hemorrhage, infection, prolonged or obstructed labor and infant
resuscitation.

Sixteen hedlth facility workers have been trained astrainers of trainers (TOT) in HBLSS: 11
hedth assgants, 4 midwives and 1 junior nurse. All hedth facility s&ff are natives from the

region and are accepted by the community. Training lasts 2-3 days and involves interactive
mesetings where 1- 2 trainers and a group of 8-10 TBAs use written materials and picture cards to
discuss MCH care. A review of traditiona practices and past experience isfollowed by teaching
on the proper management of specific conditions and enables the group to come to an agreement
on how to handle problems. Training involves case Sudies, role-plays and dinicd smulation to
enhance learning opportunities.

Training is ill ongoing and to date, 308 TBAS have been trained on 6 modules. These include
the “Introduction to HBLSS’, “Women and Baby Problems’, “Referrds’,” Too Much Bleeding”,
“Sickness with Pain and Fever” and Baby fdls Sick”.

Pre and post-tests are conducted during each training sesson aswell as 1 year after training. (S
Degefech to communicate updated results).
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After acquiring Home Based Life Saving Skills, trained TBAS are encouraged to practice and
aso train pregnant women and their familiesin HBLSS. This includes teaching pregnant women
and their families to conduct safe home deliveries and to identify the danger signs that need
prompt referrd. In addition, TBAS promote exclusive breast-feeding and family planning and
provide ass stance to hedth facility staff during outreach ANC sessions.

nghllghtsfrom discussonswith TBAs
Most TBAs interviewed reported attending to an average of 3 ddiveries per month.
TBAs were able to mention 2-3 danger sgns during pregnancy and 2 sgns during the
postpartum period.
Knowledge levels about the management of postpartum hemorrhage were dso high. “Too
Much Bleeding” isthe most favored topic. TBAs did not hesitate to smulate how they
would act if awoman they were assisting developed PPH.
TBAs have changed their practices, which prior to training included discarding colostrum
and asking the mother not to breastfeed for the first 2 to 3 days.
TBASs spend 6-24 hours with the mothers after delivery. When possible, they try to make
return visits to make sure both mother and baby are fine. Postnatd examination involved
examining the mother to check for excessve bleeding and infection, and the newborn to
ensure that breast-feeding was successtul.
TBAs are encouraged to go beyond their own PAsto help women in neighboring PAs
where women and their families are not aware of the importance of recognizing danger
sgns and seeking prompt care for obstetric emergencies.(member from Genale)
TBAs are concerned about the lack of glovesto protect them from HIV.

Though most women areilliterate, activity records are kept in the form of monthly reports
compiled with the assistance of HAC members. Each TBA keeps a picture record of her
activities and for each mother she reports on whether:
- The mother was educated on HBLSS, referred for ANC or danger signs.

The mother was referred during the first 42 days after ddivery for hemorrhage, pain and

fever, birth delay or swdling and fits.

The baby was referred during the first 28 days for trouble breathing at birth, small size or

sckness.

The pregnancy was complicated by an abortion, tillbirth, materna or neonatal degth.

The TBA aso reports on the number of children under five that she referred for difficulty
breething, madaria or severe diarrhea. Any problems on cases reported the previous months are
included in the report.

Aress identified as needing attention included:
- Lack of glovesand ddlivery kits.
Lack of trangport. Distances to be covered by TBASto reach patients are often enormous
and transport is a problem especidly at night.
Lack of direct supervision of home-based deliveriesto ensure that TTBAS perform
HBLSS astrained. Have TBASs actualy used the skills when faced with complications?
Are they referring women with problems as required? There has been adecrease in the
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number of TBA referrds this year compared to the first one (43 versus 319). Isthisdue
to better management of cases by TBAs or isthe fall-off due to aloss in knowledge?
TBA reporting relies on recal since mogt of the women areilliterate. This could lead to
incomplete and erroneous reports.

Lack of follow-up of TBA referrds. The lack of human resources has made it difficult to
follow systemeticdly on al the casesreferred by TBAS.

C. Training of hedth facility g&ff in Life Saving Skills.

Hve hedth workers from Negelle Borana Hospitd including 2 Midwife nursesand 3
midwives have been trained in LSS. A 2-week training took place in Ambo Hospital to
ensure sufficient cases and provided the midwives with an expanded number of skills for
preventing and managing obstetric emergencies and complicaions. Thetraining curriculum
includes 10 modules that cover Antenata and postnata care, use of partograph to monitor
labor, infection prevention, assessment and management of anemia, pre-eclampsal
eclampsia, hemorrhage and sepsis and, resuscitation of the newborn. The Medica Director
of the hospita agreed to exclude trained midwives from rotating to other aress of the
hospita. Trained midwives dso act as HBL SS trainers. Midwives interviewed noted an
improvement in the management of obstetric patients and particularly in infection prevention.

Physcians have not received training in Emergency Obgtetric Care and lack the skills
necessary to perform obgtetric surgery. Limited exposure to obstetric surgery and policy
redtrictions preventing physicians not trained in EmOC from performing surgery without
supervison results in areticence in handling obstetric complications. Cases tend to be
referred the next leve, Yirgalem Provincid Hospitd, too far to reach for a patient with aredl
need for emergency care.

Hedlth workers at periphera facilities have been trained as TOT in HBLSS. Providers
mentioned feding inadequate when faced with obstetric complications due to the lack of
practice and insufficient client casdoad. In-depth evauation reveded gapsin use of tools
such as the partograph to monitor labor. Providers aso complained of alack of on-the-job
traning.

D. Qudity of hedlth services
Peripherdl hesith fadilities (PHF)

There are 6 clinics and 3 hedlth podts, al public facilities. One hedlth post is not covered because
of security issues. Due to time congtraints and distances to be covered, only 4 clinics were
vidted. Both clinics and hedth post offer the same services and are staffed by 1-2 hedth
assigtants and 1 frontline worker who have been trained for 18 and 12 months respectively.
Hedth assstants have received basic midwifery skills but have not been trained to manage
complications of pregnancy and ddivery. Thereisaplan to eradicate training of health assstants
who will be replaced and upgraded to nurses. Frontline workers are generdly junior nurses who
aretrained for a period of 12 months. They include junior midwives, junior dlinica nurses and
junior Public Health nurses. Junior midwives receive introductory training in ANC, labor
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management and postnatal care and could be compared to trained TBAS. Junior PH nurses
provide immunization, environmental health and care a outreach Sites.

The range of services to be offered at periphera hedth facilitiesis very broad and includes both
preventive (ANC, immunization and FP) and curative services. Outreach sessons providing the
same preventive services are conducted on amonthly basis. (Outreach sessons provide an
opportunity to bridge the distance between HF and the community. Sessions are scheduled in
advance).

Norma routine prenata vidts are offered once aweek and include clinical obgtetric history,
determination of gestational and delivery dates and clinical examination. No laboratory tets are
performed to test for syphilis, anemiaor HIV and there are no dipsticks to test urine. Patients
receiveiron and folae tablets, tetanus immunization and nutritional advice. Petients also receive
advice on birth preparedness and are given areturn date.

Hardly any deliveries take place in peripherd hedth facilities. Statistics show that despite
community education, ddiveriesin hedth fadilities have not increased (Table 2). Heightened
community avareness done might not be sufficient to bring about change in birth practices. A
woman in need of emergency care, even if she and her family are able to recognize a danger sgn
and decideto act onit, till faces a daunting chalenge reaching hedlth facilities. None of the
facilities reported seeing patients during the immediate postnatal period. During FGDs,
community members mentioned that women should not leave the house during the first 40 days.
Given distances to be covered, it might not redidtic to expect PHF staff to conduct home visits.
TBAS encourage patients to attend postnata family planning and to bring their babies for
immunization at heglth facilities or outreach sessons.

Negelle Borana Hospita

Negelle Borana Hospitd islocated in Negdle and is the only hospital in Liben Didtrict. It serves
atotal population of about 1 million (according to the Medica Director). Thereisatota of 113
beds of which 11 are alocated to obstetric and gynecology. Negdlle Borana Hospitd serves as
the referral center for the 9 clinics and hedlth pods. The next referrd leve is Yirgdem

Provincid Hospitd located 275 km away from Negelle- gpproximately 7 hours by car.
In-patient servicesinclude norma ddliveries, emergency care for women with complicated
pregnancies and emergency care for gynecologica conditions. Routine and high-risk antenatal
care and Family Planning services are provided at outpatient clinics. All inpatients are admitted
in the Labor and Delivery ward.

Staff includes 3 senior midwives, 2 junior midwives and 1 junior dinica nurse and 5 generd
practitioners. Senior midwives have received 3 years training that provides midwifery skills and
includes the management of complications of pregnancy and ddiveries (use of forceps and
vacuum extraction), evacuation and curettage and the use of MVA.

Antenatd dlinics are offered every morning of the week while family with support from

physicians when required. Routine prenatal care involves the same services offered a periphera
hedth facilities with additiona capacity to provide urine testing for protein, hemoglobin
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measurement and screening and treetment of syphilis. Voluntary HIV counsding and testing is
offered in a separate unit by 1 VCT trained counsdlor though hardly any pregnant women opt for
VCT. Patients do not receive presumptive trestment for malaria even though the setting is
endemic for maaria

All in-patients are admitted to the obstetric ward. 1 room is available for ddliveries and contains
2 delivery beds. PAC activities such as MV A are conducted in a separate room. Midwives
manage cases under medica supervison and support. The partograph is used to monitor labor
and to make decisons on obstructed |abor but sustainable supply of paper isan issue. SC MCH
coordinator is currently providing staff with copies.

Equipment is very basic and there are frequent stock outs of supplies such as sterile gloves and
drugs. Drugsin the ward are kept in a cupboard in the staff room but are easily accessible.
Thereis no oxygen available in labor room. There is no emergency set of ingruments and 1V
fluids have to be borrowed from the emergency room in case of an emergency. Thereare 2
forceps and 1 vacuum extractor. The electric vacuum extractor has not been functiond for the
last 8 months. There is no resuscitation equipment for the newborn. There is a separate operating
theatre where dll surgical cases are performed. One hedlth assistant has been trained to provide
anesthesa

After norma ddiveries, patients spend 6- 12 hours before discharge. No follow-up vigt is

scheduled during the first week. Women are informed about danger sgns, and given datesfor a
Sx-week post-partum vigt for family planning purposes.

Table 1: Statistics from Negelle Borana Hospital June 2002 — June 2003

Number % of total % of expected | UN Process
deliveriesin NH deliveriesin Indicators
Liben* For EmOC

Total admissionsgynecology | 172
(includes abortions)

Total admissions obstetrics 364

Total deliveries 3757 5.9 % 15%
Normal deliveries 321 88.2 % 5%

Assisted deliveries 32+10 11.5% 0.66%

Cesar ean sections 10 27 % 0.16 % 5 15%
Total referrals 13 3.6 %

IUD 3

Maternal deaths 3 0.8% <1%

*Tota expected deliveriesin Liben District is approximately 6400 = 46.4 /1000 (crude birth rate) * total population.

Negelle Borana Hospitd is the only facility in the district cgpable of providing adequate
assstance during delivery, however limited. 375 ddiveries or lessthan 2 deliveries per day were
reported during the period June 2002 — June 2003. This represents only 5.9 % of total estimated
deiveries. Idedly, at least 15 % of total deliveries should take place in EmOC facilities

assuming that approximatdy 15 % of al women will experience a complication during

childbirth. Additionally, only 10 cesarean sections were performed or 0.16 % of estimated total
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ddiveries Thisis beow the 5 % minimum leve indicating that women in need of emergency
care may not be getting it.

Drugs equipment and supplies.
Peripherd hedlth facilities are supposed to serve asthe firg “referral” points for women
referred by TBAs a the community leve. In the continuum of hedth services, these
facilities should have the cgpacity to provide Basic Emergency Obstetric Care (BEOC),
which involves the administration of 1V fluids for rehydiration, IV or IM antibictics,
anticonvulsants or oxytocics, manual removal of placenta and assisted ddliveries (forceps
or vacuum extraction). However these facilities have not been designed and are not
currently equipped to provide care during delivery |et done manage women presenting
with obstetric complications. All 4 facilities visited lacked the basic equipment, drugs
and supplies required to assst mothers or neonates during and after norma ddlivery.
None of the peripherd hedth facilities had a separate room for women in labor. Hedth
workers are therefore forced to interrupt al other activities while they attend to a patient
in labor.
Negelle Borana Hospita isthe digtrict or referra hospitd and should be able to provide
comprehensve EmOC. The difference between basc EmOC and comprehensive EmOC
liesin the capacity to provide blood transfusions and perform surgery such as a cesarean
section. However, NBH aso lacks equipment and supplies. In particular during the visit
the following observation was made: non functiond vacuum extractor, no oxygen, no
suction machine, insufficient supplies of gloves, frequent stock out of drugsincuding
antibiotics, sedatives and injectable contraceptives.
Blood transfusion services are not readily available at Negelle Borana Hospitdl. Type-
and-cross match and blood transfusions are only carried out for patients accompanied by
ardative willing and able to donate blood. Blood is tested for HIV.
Thereisno dectricity or running water a periphera hedth facilities. Refrigerators
containing vaccines run on kerosene. At Negelle Borana Hospitd asin the rest of the
town, dectricity is cut off between 1 am. and 7 am. The hospital hasreceived a
generator but its use has been delayed by the absence of atechnician.
Decentrdization has increased problems in drug supplies. Peripherd hedth facilities are
currently under the recently established Digtrict Health Bureau, while Negelle Borana
Hospitd is under the direction of the Regiona Hedth Bureau. Separate budgets and
different supply systems are used for procurement and periphera hedlth facilities can no
longer obtain drugs and supplies directly from Negelle Borana Hospital which leads to
more frequent stock out of most basic drugs.
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Cost recovery mechanism
- Sarvicesat dinics and hedth pogts are free to pregnant women and children under 5,

except for medication. (Health care was totdly free during the drought and led to an
increase in utilization of clinic services including ANC attendance. Hedlth workers have
the impression that the dight decreasein ANC is due to the fact that patients shy from
having to pay for medicetion).
Services at Negelle Borana Hospitd are offered on afee for service bass. Women are
advised to prepare funds for emergency care but given the overdl low-income status of
the population; cost could be a deterrent to seeking care. Thereis arecovery drug fund at
Negelle Borana Hospital that is used to purchase drugs that the MOH isnot able to
provide. Thefund is supported by contributions from SC and hospitd staff. The
community does not contribute to the fund.
Emergency loan funds. Most communities have not established emergency funds for
obgtetric emergencies. Some PAs interviewed mentioned having established community
saving schemes specificaly for emergency care.

Tranqoortatl on and referrd systlems
Lack of transportation remains a critical issue. Pastoral associations are widely dispersed
and the distances to be covered to reach healthcare facilities are often enormous.
Trangport to hedth facilities remains a chdlenge for al the communities visted. Most
patients need to walk severd days before reaching clinics. Roads arein poor condition
especidly during the rainy season. Patients who reach hedth facilities might till need to
be referred to Negelle Borana Hospital due to the shortage in medica supplies,
equipment and infrastructure. Further more, these patients il have to provide their own
means of trangport to cover the 20 to 96 kms separating them from Negelle incurring
further delay.
There are no means of communication between facilities. Less skilled hedlth workers
posted at clinics and health pogts are incgpable of communicating with more skilled staff
at Negelle Borana Hospital who could provide advice in some cases. Thereis no strategy
to speed up or facilitate the referral of complicated cases. Petients are merdly dispatched
to or from NH with areferrad letter. No feedback isreceived from Yirgadem Provincid
Hospital and no feedback is sent to periphera facilities.
Thereis 1 ambulance at Negelle Borana Hospital available to transport patients referred
from Negdle Borana Hospitd to Yirgdem Provincid Hospitd. The ambulance does not
sarvice peripherd hedth facilities.

Record keeping and reporting

At community leved

Most complications occur in the home and reporting from TBAs and BHTS provides

information on events occurring in the community, enabling health workers to conduct

more thorough investigations. Monthly reports are compiled by HAC members and

indude informetion from:

- TBAs activities and referrds

- BHTs on community education sessions (number and topics)

- CBRHAS on the number of people counsdled on FP, RTIsand HIV/AIDS as well
as the number of new and repeat users of pills and condoms.
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At peripherd hedth facilities

A registry book is used to record al obstetric cases including ANC attendants, ddliveries
and complications. There is no separate book for deliveries.

Hedth facility saff sends monthly activity reports to SC Monitoring and Evauation
Coordinator.

RH-rdated information includes:

ANC attendance (1-4 vigts), number of high-risk patientsidentified, ANC
referrals for danger signs and number of pregnant women given iron tablets,
Number of ddiveries. norma and abnormd, twins and mothers referred during
labor.

Number of materna degths.

Condition of neonate: number of births, LBW, SB and neonatal desths.
Number of spontaneous and induced abortions and related problems.
Postnatal care: by first (within 1% 10 days) and repest visits.

Number of women vaccinated for TT (pregnant and non pregnant)

In Negelle hospitdl.
Monthly report includes number of patients recorded for:

ANC: new and repeat

Delivery: norma and asssted. Indicates whether patient was a TBA referrd.
Maternal morbidity dueto PID, APH, anemia, maaria, sepsis, abortion, eclampsia
and pre-eclampsia

Maternal deaths due to APH, PPH, obstructed labor, abortion, sepsis and
eclampsa

However abnorma deliveries are not reported by typeie instrumental and cesarean
sections. Thisinformation is available on a separate report sent to the DHO. In the same
report, abortion related deaths were not consdered materna desths but gynecologica
complications.

Satidtics recaived from hedth facilities are entered by staff at SC M&E unit.

These numbers are incomplete as they do not include ddliveries and complications that were
not reported ie; some TBAS, clinics and hedlth posts do not submit data are required, some
women ddiver done or with untrained TBAS.
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Table 2. Summary of maternal health activities

Oct 01- Sept 02 Oct 02- Mar 03

Indicator Number % Number %
Total deliveries 3476 1445

TBAsS 3118 89.7 1267 87.7

Health facilities 27 0.8 20 14
Normal deliveries 3024 87.0 1363 94.3
Assisted deliveries 111 32 27 19

Instrumental (33.5% deliveries

Caeserian sections in NH)
Referrals for danger signs by

TBAsS 319 43

Health facilities 1 9
Maternal deaths

TBAsS 19 2

Health facilities 0 0

Negelle Hospital 2 1

ANC attendance
Total 10870 3875
First visit 3964 36.5 1707 4.1
Repeat visits 6906 63.5 2168 55.9
TBA referras 1109 10.2 % of total 693 17.9 % of total
Visits Visits
TT immunizations 2865 26.4 % of total 1171 30.3 % of total
visits visits
PNC attendance None recorded None recorded

Management and supervison

According to staff in peripherd hedlth facilities, supervision is deficient both in quantity
(approximeately twice ayear rather than quarterly as scheduled) and qudity: more atention is
paid to clinic performances and results rather than the level of skillsto achieve these results.
Chronic problems in supplies and logigtics lead to low staff mord and disincentive. All providers
indicated a need for better feedback and more supportive supervison.

Staff at Negelle Borana Hospital complained about the lack of guidelinesto assst themin
managing obstetric complications. Furthermore, there is no standard protocol for auditing
materna desths. The senior midwife interviewed mentioned regular meetings to discuss obstetric
cases and complications (did not see reports). Case reviews could help saff identify problemsin
the system that need to be addressed and set standards againgt which the quality of emergency
obgtetric care in the Hospital can be improved. SC has designed a hedlth service supervision
checkligt to help in assessing the activities and needs of hedth fadilities
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V. Discussion

How effective has community mobilization been in creating awareness about pregnancy
related issues?

How much support has been generated at community level for pregnant women and infants?

CBWs seemed knowledgeabl e about danger signs during pregnancy and childbirth. However
discussons were limited to the community members who had received HBLSS training and a
survey isrequired to evaluate transfer of knowledge from BHTs and TBASto pregnant women
and their families. In addition, community education on danger signswill not improve
pregnancy outcomes unless women in need of care are able to reach hedth facilitiesin atimey
manner and get appropriate care. Communities have not implemented birth preparedness and
complication readiness which requires that every pregnant woman has an emergency plan that
would include identifying the place of birth, emergency funds, emergency transport and a blood
donor.

Communities are now aware of when to seek care but have not yet organized themselves on how
to access care. Each PA should attempt to establish an emergency loan fund and lessons learned
from successful PAs could be used to help other PAs set up their own emergency |oan funds.
(During a FGD, members mentioned the lack of stretchersto trangport patientsto health
facilities. An attempt to get them to manufacture loca stretchers beforehand has been met with
fierce opposition. One TBA had several homemade stretchers destroyed. Cultura barriers till
exist and need to be addressed.). Idedly, each PA should have atransportation plan. HAC
members should mobilize local resources to create sustainable emergency trangportation

gystems. One community described how they had forced someone driving by to carry awoman
with prolonged labor to the hospitdl.

Has TBA training improved the management of cases at household level and isthere any
documentation to that effect? In other terms, are HBLSS applied in the household when
necessary? Are women and infantsin need of emergency care being referred if measuresto
manage the complication in the household are insufficient?

Inthefirg year of CS-17 (October 2001- September 2002), TBAS reported 1109 referrals for
ANC and 319 referrals for danger signs. This year (October 2002 — March 2003), referras for
ANC have remained steedy at 693 but only 43 women were referred with danger signs.

Records show that most reported deliveries are being carried out with the assistance of trained
TBAs(TTBAS). In thefirst year of project cycle, 3118 deliveries (89.7%) were reported by
TBAs, compared to 358 deliveries a hedth facilities (including Negdle Borana Hospitd). This
year, 1267 or 87.7% of reported ddliveries are attributed to TTBAS.  In addition, there has been
adecrease in the number of materna deeths reported by TTBAS: 2 the last 6 months compared to
19 thefirst year of CS-17. Severd reasons could be responsible for the observed trend including
improved management of complications in the home. During FGD, community members
mentioned that community education and TBA training had led to a notable decrease in materna
deaths.
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Training TBAs in HBL SS has been a key component of the program. Post training assessment
includes a positest immediately after training and after aperiod of 1 year to assess knowledge
retention. (Results to be communicated by Sr Degefech). It isimportant to assess whether
training has resulted in better TBA practice. Unfortunately, basdline information on TBA
practiceis not available. It is equaly important to verify that TTBAS are performing procedures
correctly since mogt of the reported deliveries are currently assisted by trained TTBAS.

TTBAS provide activity monthly reports. Unfortunately these reports do not include details on
the case management, useful in documenting whether trained TBAs are usng HBL SS the kills.
Due to limited human resources, there has been no systemetic follow-up of TBA activities TBA
reports should be reviewed and feedback should be given to TBAS. There is no system to verify
if women referred by TTBAs actualy made it to the next level and what reasons might have
prevented them from getting there,

What isthe quality of care provided to pregnant women at each level: peripheral health
facilities (clinics, health posts) and at Negelle Borana Hospital in terms of Essential Obstetric
Care and Emergency Obstetric Care?

Given the distance to Negelle Borana Hospitdl, both Essentia Obgtetric services and basic
EmOC should be available at peripherd hedth facilities. However, none of the periphera
facilities visited currently has the capacity to provide adequate essentid obstetric services.
Theoriticdly, hedth fadilities offer 24-hour coverage but in practice hardly any deliveriestake
place there. Women do not perceive any vaue added by traveling to aclinic or heath post to
deliver as none of them is designed to provide adequate assistance during labor and delivery, let
aone to handle obgtetric complications.

Current efforts to educate communities about when and where to seek care and mohilizing
communities to improve access to hedth facilities will not be successful unless services are
available a the nearest point of contact.

Hedth workers posted at peripherd hedth facilities have received basic training and are least
likely to have the Kills to handle obstetric emergencies. They are however the firgt point of
referra for the mgority of women needing emergency care. They need to be trained in LSS
skills with ongoing training to maintain the level of competence. Peripherd hedth facilities need
to be upgraded and aregular supply of drugs and equipment maintained to provide proper
obstetric care. They aso need to be backed by a functioning referral system should it be
necessary to refer a patient.

At present, periphera hedth facilities function as triage centers where patients with
complications are registered and sent on to the next level. Sarvice ddivery guidedines ate that
health workers should detect and refer complications immediately to the next level (Negelle
Hospitd) after minima stabilization. However, no referrd plans have been designed to endble
women to access Negelle Borana Hospital.

Negele Borana Hospitd is the only facility in the digtrict with the capacity to provide basic

EmOC. The qudlity of care leaves room for improvement as essentid drugs for the management
of obgtetric complications are not readily available and staff has to ded with recurrent power
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shortages. Moreover, mothers needing a cesarean section should not have to travel 7 hoursto
Yirgaem Provincid Hospita. Comprehensive EmOC should be available at Negelle Borana
Hospitd. Currently, only 1 physician is able to perform cesarean sections and blood transfusion
sarvices are extremdy limited. Provision of qudity careis aso hampered by the fact that only
midwives have received LSS training, physicians still need to be trained in emergency obgietric
care. Furthermore, the only practitioner able to perform cesarean sections is not supported by
policy, as GPs are redtricted from performing obstetric surgery unless a specidist is able to
supervise them or they have received training in EmOC. A proposd to fund training for a couple
of physicians has been submitted. On along-term basis, staff needs to be supported in its
activities. This could be achieved by assigning a specidist to provide supportive supervison and
guidance on aregular basis. An audit of cases, fatal and near misses should be conducted with
the help of an expert so that protocols can be adapted and new guiddines established to improve
clinic practice.

V1. Recommendations

Community mobilization about safe motherhood has generated a sense of ownership and
commitment to saving women'slivesin Liben Digtrict. Community resources should be tapped
to set up emergency plansfor enabling women with obstetric complications to reech hedth
facilities. Per s2 TBA training will not bring a sustainable reduction in materna mortaity unless
backed by an effective referrd system which includes hedlth facilities equipped and staffed to
provide life saving services

Suggestions to improve the referra system include:

Advocate for stronger commitment from MOH to prioritize SM Srategies that will engble
reduction of maternal morbidity and mortdity.

Continue support and supervison of TBAs. TBAs attend most of the reported ddliveries
and should be given the necessary tools and support such as clean gloves and ddivery
kits. Ensure better supervison and follow-up of TBA activities to determine whether
TBAs are perfoming HBL SS steps correctly and in order to evauate whether TBA
training has led to better case management at household leve.

Encourage the transfer of knowledge and skillsamong TTBAS. ( S Degefech has noted
that most experienced TTBAs are old and are not very good at teaching their younger
more knowledgeable but less experienced counterparts who are hardly caled for
assistance by the community. She recommends funding the training of a TBA supporter
for each PA to facilitate the work of TBAs a community level.)

Identify and implement local solutions for emergency transportation of women from their
homes to hedth facilities Assst communities in etablishing emergency loan funds and
developing transport systems.

Equip hedth workers at periphera hedth facilities with the skills (midwifery skills
acquired by competency based training and reinforced by ongoing training), equipment
and supplies to provide essentia obstetric care.

Egtablish referrd links between facilities and Negedlle Borana Hospitd.

Egtablish an operationd transport system linking facilities to Negelle Borana Hospita
and to the Provincid Hospitdl.
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Ensure Negelle Hospita is able to provide EmOC 24 hours/day, 7 days/week, not only
basic EmOC but aso comprehensive EmOC. A technician should be trained to run the
generator to prevent power shortages. A doctor capable of performing obstetric surgery
should be available a dl times. Efforts should be made to provide blood transfuson
services accessble to dl patients needing blood. Sufficient supplies of medica
equipment and consumables should be maintained.

Train physiciansin Emergency Obstetric Care. To ensure sustainability, this should take
place during medica training and therefore suggestions should be made for arevison of
curriculum to adapt to current need of more skilled GPsin underserved areas. Medicd
doctors should be given more expaosure to obgtetric training during the internship period.
To improve the qudity of services provided, clear guidelines should be made available
and their implementation should be subject to regular audit. Areas needing particular
atention include:

TT immunization

Presumptive maaria treetment
Screening and trestment for Syphilis
VCT for HIV

Management of obstetric complications
Postnatd follow-up

VVVVYVVYVYY

Most maternd deaths occur in the postpartum period: hdf of dl materna deaths occur in
the first 24 hours and 70 % within the first week. New gpproaches should be piloted to
ensure that women get a postnatdl vist within thefirst 3 day after ddivery.

An effort to sandardize al reports has been made which will facilitate data anadlysis. Data
should be utilized in planning program activities and feedback should be provided to
hedlth workers who should be encouraged to make the necessary changes.

Ensure more effective systems of supervison, monitoring, follow-up and evauation to
enable better evauation of project impact.

A qudity assurance team could be established in the hospita with key staff from dl

wards that could work together on improving standard of care by addressing crosscutting
problems such as the patient registration, records, infection prevention, drug supplies,
transport (how the ambulance can be used more efficiently), etc...

Evauation should dso include quditative data from the community on the qudity of care
including exit interviews for dinic clients, questionnaires for women on discharge from
maternity wards and focus group discussions with community members.

Materna deaths should be investigated as soon as they occur to ensure the complete and
accurate record of information while details are till fresh in the memories of dl

involved.

Provide extra support to the MCH coordinator.

For women who have to travel very long distances and where trangport is not available, a
maternity waiting room or home could be the solution. The maternity home or “tukul”
established in Centra Ethiopia near Attat Hospital has had good results and could be used
asamodd for replication in Liben Didtrict.
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Annexes
a) Lig of instruments used to collect datalinformation

HHCC Gap Andysistool

Supervison Checkligt for Health Center (The Design and Evauation of Materna
Mortality Programs— Appendix A)

Supervison Checklist for Hospitd (The Design and Evauation of Materna
Mortality Programs— Appendix A)

Facility Functioning Assessment Form (The Design and Evaluation of Maternd
Mortaity Programs— Appendix A)

Interview Questions for the TBA, Lay Midwife or Community MCH worker
(Pogtpartum and Newborn Care: A Sdlf-sudy Manud — PRIME 1999)

b) Tesimonids

“Before SC gtarted helping us, our mothers were dying and we thought it was a curse and that
nothing could be done. Now we have learnt about danger signs and we know when to look for
hdp’” — HAC member from Gende.

“We have gtarted going across the river to help the people who are not getting help from SC. We
teach them about danger signs and our TBASs go there to help” - community member from
Gende.

C) Ligt of personsinterviewed: facilities— health workers.

1. Negdle Hospital
Dr Taye Tolera, Medica Director, Negelle
S Ldise Tadesse (Senior Nurse Midwife- MOH)
S Mezeret (Senior Nurse Midwife- MOH)
2. Harakeo Clinic
Sr Adunya (SPA- SC)
S Tigist (MOH frontline worker)
3. GendeClinic
Sr Mestawot (SPA-SC)
Sr Buche (MOH)
4. Jiddlo Clinic
Sr Kenene (SPA- SC)
Sr Bekele (MOH)
5. Mugayo Clinic
Sr Zenabe (SPA-SC)
Sr Sewdem (MOH)

CS-17, EthiopiaMid-Term Evaluation, Save the Children, October 2003 118



d) Thefollowing people were instrumentd in providing information and data about the program
in Liben Didrict:

Mr. Alemayehu Boka
Mr. Adamu Beyene
S Degefech H/Y esus,
Sr Mdkenesh Ketema
Mr. Mohamed Mamu
Mr. Worku Tefera
Mr. Solomon Teseme
Dr. Taye Tolero

Liben Impact Area Manager
Monitoring and Evaluation Coordinator, SC/Liben
MCH Coordinator, SC/Liben
FP Unit Head, SC/Liben
HIV/AIDS Unit Head, SC/Liben
Training Coordinator, SC/Liben
Health Sector Manager, SC/Liben
Medica Director, Negelle Hospita

€) Overview of hedth fadilities vigted in July 2003.

Health Tot. MCH Dist. to Maternal health | Number of No of gtaff | Signal functions
Facility beds beds NH services gaff and trained in
categ. LSS

Negelle 113 11 ANC 5 midwives 5midwives | 6 BEOC and

Hospital Normal and 1 junior nurse occasionally
assisted 5MDs cesarean sections
deliveries and blood
(C/S-vacuum transfusions.
and forceps)
MVA Not available 24/7
PAC (Electrical power
FP cuts)
VCT

Harakelo None None 35km ANC 2 Health None Parenteral

Clinic (Déliveries) Assistants antibiotics (if
(PNC) 1 frontline available)
FP worker

Gende None None 54km ANC 2HA None Parenteral

Clinic (Deliveries) 1 community antibiotics (if
(PNC) midwife available)
FP

Jidolla None None 64km ANC 2HA None Parentera

Clinic (Deliveries) antibiotics (if
(PNC) available)
FP

Mugayo None None 31km ANC 1HA None Parenteral

Clinic (Déliveries) ljunior nurse antibiotics (if
(PNC) available)
FP

Due to time condraints, the following facilities were not visted: Bulbul Clinic (60 km), Meka
Guba Clinic (98 km), Algel Hedlth Post (90km), Hadhessa Hedlth Post, Miessa Hedlth Post (30
km- security issues).
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f) Training of facility and community hedth workers.

LSStrained hedth workers:

Name Sex Quialification HBLSSTOT

S/r Lelise Tadesse F Midwife nurse Y

S/r Meseret Eshete F Midwife nurse Y

Umer awuku M Midwife Y

Zehara Hussen F Midwife Y

Emebet Tadesse F Midwife Y

Total trained 5
Hedth facility workerstrained as TOT for HBLSS:
Qualification Number of trainees Total

M F
Health Assistants 8 3 11
Mid-wives 2 2 4
Junior Nurses 1 - 1
Total 11 5 16
Tota Trained CHWSs under each hedth facility catchment arees:
N Health facility HAC BHT TBA CBRHA Total
1 Negelle Hospital 142 127 100 30 399
2 GendeClinic 36 34 22 7 99
3 Harakallo Clinic 141 138 88 37 404
4 JdolaClinic 47 40 26 14 127
5 Mugayo Clinic 24 21 16 7 68
6 Bulbul Clinic 24 22 13 6 65
7 MelkagubaClinic 12 6 7 1 26
8 Miessa health post 12 12 7 2 33
9 Alge health post 23 14 15 6 58
10 Hadhessa health post | 24 26 14 4 68
Total trained 485 440 308 114 1347

g) The Household to Hospita Continuum of Care (DRAFT based on available literature)
Community Leve

Pregnancy-ANC
- Community education on safe motherhood for women, their families and decision
makers
Nutritiona support including iron and folate supplementation, balanced diet.
Support and encourages rest, persond hygiene
Encourages ANC at hedlth facility or with trained TBA
Encourages maternd immunizetion with TT
Recognition of danger signs and seeking appropriate care
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Supports birth planning and preparedness (emergency funds for transport and cost of
care, trangportation, identifies blood donor)

Supports and encourages seeking hedlth care for treetment of maaria, syphilisand HIV
where appropriate

Supports breastfeeding with gppropriate counseling

Labor and Delivery (L&D)
Trained TBAs or other community birth attendant (CBA)
Community education on safe motherhood and danger sgns for women, their families
and decison-makers
Safe management of |abor and ddlivery by TBA or CBA
Observe hygienic practices (Hand washing by TBAs or CBA, Clean ddivery, clean
ddivery surface, clean cutting instrument for the cord, clean hands)
Recognition of danger Sgns, recognition of onset of complication during L&D
Prompt action and referra
Firg aid treestment where appropriate (largely for cases of hemorrhage) including
hydration with ord fluids, initiste early suckling, encourage passing of urine, externa bi-
manua compression where gppropriate.
Proper use of ord or injectable oxytocics.

Postpartum visit by TBA or CBA within 6-24 hours and 3 days
Immediate and exclusive breastfeeding
Checking for fever and foul smell, (indication of possble onsat of infection), refer for
treatment where appropriate.
Attention to the hedlth

Periphery level hedlth fadilities

Pregnancy— ANC:
Nutritiona support, including Iron and folate supplementation, (vitamin A and iodinein
areas with deficiencies),
Check weight, test urine for protein, check gestationd age and fetd heart bedt,
Detect and manage pregnancy complications,
Maternad immunization with tetanus toxoid (TT)
Hedth information on sdf-care
Presumptive treatment of maaria where gppropriate
Syphilis screening and treatment where gppropriate
Voluntary counsding and testing for HIV where appropriate
Encourages birth planning or preparedness (items needed for birth, identifies blood
donor, emergency funds and transport and cost of care)
Supports breastfeeding with appropriate counsding
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Labor and Delivery (services could be limited by staff skillsand prevailing in-country

policies)
- Skilled attendarts at |abor and delivery

Clean delivery

Safe management of |abor, with oxytocin, hydration or IV fluids where gppropriate

Recognition of danger Sgns

Services for basic emergency obgtetric care (BEOC):

Basic emergency obstetric careincludes:

Adminigter parenterd antibiotics

Administer parentera oxytocics

Adminigter parenterd anticonvul sants/'sedatives for eclampsiapre-eclampsa

Perform manua removd of placenta

Perform remova of retained products e.g. Manua vacuum aspiration

Perform asssted vagina deliveries

S hhwbdpE

Postpartum care at six weeks
Family Planning counsding
Breastfeeding support to maintain exclusive breastfeeding

Didrict Hospitd

Pregnancy- ANC and postpartum care at 6 weeks:
Providesthe same services as peripheral health facilities.

Labor and Delivery (L&D)
In addition to services available at peripheral health facilities, has additional capacity to
provide CEOC, which includes:

Comprehensive emergency obstetric care (CEOC) includes:

Adminigter parenterd antibiotics

Adminiger parentera oxytocics

Administer parenterd anticonvulsants/'sedatives for eclampsiapre-eclampsa
Perform manua remova of placenta

Perform removal of retained products e.g. Manua vacuum aspiration
Perform asssted vagind deliveries

Perform surgery i.e. cesarean section

Perform blood transfusion

N~ WNE

All must have:
- Skilled g&ff to manage obstetric complications,
Available essentid equipment, revolving drug fund and supplies
Functioning Blood bank, blood screening and transfusion services
Avallable surgery fadilities: operating theatre, anesthesiologist (doctor/ nurse/paramedica
daff) anesthetic equipment
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